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SURGERY AND INSANITY. 


BY HENRY WALDO COE, M. D., PORTLAND, OREGON. 
Neurologist to the Oregon State Institutions for the Deaf, Dumb and Blind; Con- 
sulting Neurologist to the Washington State Institution for Defectives; 
Consulting Alienist to the Oregon State Insane Asylum; 

Medical Director to Mindsease Sanitarium, 


Surgery makes and unmakes insanities. It may be the last 
strain which breaks a weakened and worried intellect. It may 
be the entering wedge which divides madness from mind.  1t 
may, upon one hand, be an agency for the destruction of nerv- 
ous energy, bringing mental misery and despair; or, on the oth- 
er, it may be the cvurier of mental awakening, a blessing to pa- 
tients, friends and the operator. 

The alienist does not take kindly tto nor believe much in 
the so-called “reflex”? causes of insanity. Still, there are some- 
times conditions present where surgery must be invoked to rid 
our mad patients of some anatomo-pathological defect, which is 
acting as a constant source of irritation, and has had most to 
do with the mental aberration present. 

The promiscuous removal of healthy ovaries in insane women 
to cure insanity. in the light of modern science, is no longer ad- 
vised even by the most extreme operators in the land. In any 
of these cases diseased ovaries may be removed, as for any 
other patient, because of such disease; and, in fact, with less ob- 
jection than in case of a sane woman, for it cannot be consid- 
ered a loss to the individual, her family or the state, if she is to 
be bereft of these organs. As a curative measure for mental 
disorders, however, oophorectomy has fallen into disrepute. 

Such an operation in a nymphomaniac may be justifiable, and 
in recurrent insanities occurring only at the time of menstrua- 
tion, the procedure may be employed without regard to the local 
condition of the ovaries. In both of these states, however, it 
will usually be discevered upon opening the abdomen that the 
ovaries are in a diseased condition. 

In persistent delusive states in which sexual matters are the 
subject of such delusions, if the case persists for a long period of 
time, and prospects of recovery seem otherwise absent, the ova- 
ries may be ma.Je the object of surgical attack. I have in mind 
@ case where a young girl of excellent family had become pur- 
sued by delusions of a sexual character, most distressing to her 
family. She believed that she was pregnant, and had been for 
several years, and named the alleged destroyer of her virtue, al- 
tho from careful talk with her, it became evident that she did 
not as much as understand the process necessary to induce preg- 
nancy. She became lascivious without knowledge or plan, and 
this state persisted for over a year. Upon other subjects she 
was in a fair mental condition. Dr. A. J. Giesy of Portland, 
upon my advice, removed the ovaries of this patient. After the 
operation improvement in the mental state ensued, and the sex- 
ual delusions have never since returned. 

I recall another case, one operated upon some years ago, by 
another surgeon in Portland, where, after a long-continued men- 
tal illness, a surgical operation upon another portion of the body 
initiated a prompt recovery. 

Reports of surgeons everywhere are full of cases of recovery 
from mental disease after surgical operations, altho it should be 
remembered that the question of coincidence, here, as elsewhere, 
should be taken into account. The care, good nursing, proper 
food and detention in bed required in surgical cases, are not un- 
important factors in the cure of a mental case under the meth- 
ods employed by tthe alieinst, and should be given proper value in 
estimating the reasons for recovery under the surgeon’s care. 
Whether surgery can cure our cases of insanity or not, SURGI- 
CAL CONDITIONS IN THE INSANE SHOULD BE MET BY 
THE SURGEON THE SAME AS THEY ARE IN THE SANE! 
The beneficial results of modern surgery aré not to be withheld 
from those so unfortunate as to be sufferers from mental dis- 
eases. The true alienist must realize his own responsibility in 
the care of these cases, for ofttimes, upon ‘his judgment, is given 
or withheld the aid which surgical science has in store for the 
insane patients committed to his keeping. 

Every surgical hospital in the land has the records of cases 
which have become insane after surgical operations. Asylum 
commitment records also bear evidence of this fact, which none 
deny, but which every true surgeon has in mind when undertak- 


ing serious cases. There is no sequel more distressing to the 
surgeon, and none which brings to him more odium, tho he may 
be, and generally is, faultless in the matter. , Under the most 
favorable circumstances insanity will sometimes occur follow- 
ing surgery. Sometimes it does occur, I fear, when it ought not 
to do so. 

We see a vigorous, phlegmatic individual go throu a se- 
vere and somewhat protracted surgical operation with almost no 
evidence of nervous shock. Within a few days following a se- 
rious surgical procedure, another patient takes to her feet again 
with little or no manifestations which we can observe of the 
character of the ordeal, through which she has so recently past. 
rhe happy surgeon feels like adding to the record of the case, 
“no shock after the operation.” After parhaps a milder opera- 
tion, a third patient becomes insane. 

What are the precise facts regarding shock in such cases? 
Was there no shock in either case? Did two patients escape 
shock and a third suffer? 

A given cause when similarly applied under similar circum- 
stances in similar cases will produce similar results. An opera- 
tion which will produce insanity in one case is never an imma- 
terial factor in any other case. We can never know how ma- 
terial it is in a given case until after the remedy has been ap- 
plied. Whether we note it by ordinary physical signs or not, 
shock is present. If it be not manifested, it is because the resid- 
ual nervous energy has been sufficiently great in the individual to 
meet the demands of the operation. 

The abstraction of a given quantity of coal from the hold of 
one ship may stop her engines on the high seas for want of fuel, 
while a like action might not affect the movements of a fellow 
ship whose hold is full of fuel. The average ship puts to sea 
with a moderate reserve of fuel. The healthy individual goes in- 
to the battles of life with a supply of residual nervous energy. 
From the external evidences of the movements of tthe ships or 
the ordinary acts of the individual, it is not always easy to de- 
termine the amount of fuel on hand in either case. The sur- 
geon should not only fuel his craft as well as he can, but if it Is 
a frail vessel, he must not put too far to sea. After a storm a 
quiet harbor is superior to even the milder waves. After the 
day of operation the patient should not be rusht to her feet. An 
early convalescence is sometimes a greater evidence of fool- 
hardiness than it is of skill in the surgeon. The surgeon who 
does not prepare his patient well for operation, and who does 
not conserve energy after, the operation is not doing the best 
kind of work. 

In acute cases often no time is given for extended prepara- 
tion, altho even here, more frequently than generally attempt- 
ed, a day or two may often be taken much to the patient’s ad- 
vantage. Acute cases, however, are more likely than otherwise 
to be found in individuals posesssing fair general health, hence 
requiring less preparation. In chronic cases there iis little ex- 
cuse for a hurried surgical procedure. Once in a while a sur- 
geon acts as tho he was afraid that if the knife were not ap- 
plied immediately the patient would pass into other hands. The 
mortality rate of such an operator will not bear close scrutiny, 
while the nervous troubles which follow his patients who do 
live will be relatively many and severe. If a case must be op- 
erated in a hurry, and after slight preparation, there comes all 
the more necessity for protracted after-treatment. 

The late Dr. H. R. Holmes of Portland, in his large amount 
of practice of abdominal surgery, in his later years, almost as a 
routine treatment after abdominal operations, prescribed a course 
of treatment extending through several weeks, which should in- 
ciude that best of all measures in these eases the rational 
application of electricity, by some pbysician who had the skill, 
time and patience to properly employ it. His patients were 
thereby placed upon a better plane of nervous vitality. Their 
abdominal ganglia were strengthened for the new stress which 
they must suffer after major rearrangement of peritoneal and 
visceral structures, with serious afferent impressions upon the 
central nervous system. The feeling of general depression not 
uncommon after such a grave shock to the nervous system as the 
removal of the ovaries, was thereby reduced to a minimum, while 
those annoying, nagging, dragging pains in the pelvic region, a 
local evidence of a general nervous condition below par mani- 
fested at the point of least resistance, rarely followed in his lat- 
er work. 
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A case has recently come to my knowledge which illustrates 
what has been said of the importance of due preparation for ab- 
dom:nal work. A woman of nervous temperament came under 
the care of Dr. George M. Horton, of Seattle, suffering from se- 
rious disease of the ovaries and tubes. An operation was deter- 
mined. Preliminary treatment was instituted and continued for 
three weeks. An operation was then urged by the family, 
which Dr. MHorton declined to do until after further prepara- 
tion should be carried out, which the advised should be main- 
tained for at least an additional month, alhto business matters 
were taking the family to a distant city, and this was urged by' 
‘che patient as a special reason for immediate operation. After 
going to her new home a surgeon was called in who placed the 
patient in the iospital and promptly operated. In the midst of 
a promising convalescence, after an apparently easy operation, 
insanity ensued, which is still present, many months after the 
surgical work. 

It would be presumptuous for me to advise a surgeon how to 
properly prepare his patient for an operation, for he understands 
tthoroly the hygienic and therapeutic measures indicated, but 1 
have felt after a somewhat close study of the subject, and some 
personal clinical observations in this country and abroad, that 
I am justified and possibly doing the surgeon who may read this 
short paper (and his patient) some service by emphasizing ‘what 
seems to me to be a vital fact, that such prereration should be 
thoro, protracted and finisht satisfactorily before his patient 
shall go upon the table. Also that at the close of the operation 
his work is but half done. The patient does not wesire a “bril- 
liant operation,” but a recovery! If treatment en@s with the op- 
eration, the surgeon’s reputation will suffer as long as does the 
patient. Some nervous disorder is almost certain ito ensue. Pos- 
sibly it may be insanity. 


THE GYNECOLOGIST IN RELATION TO THE INSANE. 


BY ERNEST HALL, M. D., L. R. C. P., Edin, Vicroria, B.C. 
Fellow of the British Gynecological Society. 


The application of the recognized methods of scientific in- 
vestigation to the question of insanity marks an epoch in medi- 
cal history. We have cast behind us the “possession-by-the- 
devil” theory, and are slowly elaborating a new department of 
pathological inquiry. Examinations of the brain and nervous 
structure per se have not yielded the results that were expected, 
and now the other subsystems are being closely interrogated as 
to the possibility of disease in their individual members being 
a cause of mental abnormality. Our results are yet far from 
complete, yet we have a mass of evidence which is at least strik- 
ingly suggestive of a very close association existing between 
local disease of parts far remote from the brain, and insanity. 
With this conception before us, that ‘mental’? (?) disease may 
be the result of the physical disease of any vital organ, comes 
a new responsibility to the general practitioner, who, too often, 
has considered the development of mental abnormality as mark- 
ing the limits of his mental jurisdiction. It is to him that the 
unfortunate patient first appeals, and it behooves him to investi- 
gate all such cases with the skill and care that would charac- 
terize his treatment of cases presenting no mental symptoms— 
ever remembering that every case committed to the asylum is 
but another case of physical disease that has eluded his treat- 
ment and probably his diagnosis. It would be well if every gen- 
eral practitioner could occasionally visit some large asylum and 
ealmly consider what would be the condition of his wife or 
daughter which would necessitate their association with such 
unfortunate inmates as there are found, to say nothing of the 
environment of stone walls and iron bars. We should exhaust 
every resource of diagnosis and therapeutics before consenting 
to the transference of even the poorest or meanest of our pa- 
trons to the care of the state, at least until the state authorities 
have learned the lessons that a few faithful investigators are 
trying to teach them. 

The field in which the author has been specially interested 
in this connection is that of gynecology, and that while en- 
gaged in private practice. During the last year antl a half six- 
ty-one women who were insane at the time of examination, or 
had recently been insane, were examined. Of this number all 
but four showed pelvic disease sufficient to warrant treatment. 
Twenty-four of these were submitted to surgical measures, with 
the result of six cured, nine improved; unimproved, five; died, 
two; too early to report, two. Of these examined the ratio of 
the married to the unmarried was as four to one, and in the ma- 
jority of cases was there a history of pelvic sepsis or local in- 
flammation. I give a tabular statement of the examinations 


made in one asylum of thirty-two selected cases out of a female 
population of seventy. 


REPORT OF THE EXAMINATION OF THIRTY-ONE INMATES OF BRAN- 
DON (MANITOBA) ASYLUM. 


| 
& 
ola Om 
gla 
<|o VARIETY OF PELVIC DISEASES. 
Ors 122128 | 
9 
Religious |Fibroi i 
*, 4 on Rupture of cervix; cystic ovaries. 
32 | 23/5 Homicidal |Retroversion; cystic ovary. 
33 | 27| M} 3 3 Delusions ..| Retroversion; rupture of cervix. 
34) 27] M | 3 3 Delusional |Rupture of cervix and perineum; cystic 
35) 18] S 2 
86}56|M]1 7 Delusional |One ovary enlarged; cervical atresia. 
37 | 281) 3 Dementia ..|Rupture of cervix; salpingitic adhesions. 
38125| $s 2 Dementia ..| Acute anteflexion; atresia of cervix. 
; Dementia ..|One ovary enlarged; elongated cervix. 
4] 4 7 Delusions.|Rupture of perineum and cervix; left 
40} s ligament contracted. 
3 Dementia . |Ovary enlarged; retroversion with adhe- 
41} 1 2 sions. 
Delusional | Rupture of cervix and perineum; uterus 
uM] 6 retroverted. 
4 Dementia ..|Rupture of cervix and perineum; fibroid 
43} 30! ? tumor. 
3 Dementia ...Ruptured perineum; rectocele; salpingi- 
44) S 2 tic adhesions. 
45/28/ 5S 7 Delusional |No abnormality discovered. 
46 | 35|M]| 1 2 Delusional |Atresia of cervix; enlarged ovary. 
azla5|uc} 3 Delusional |Rupture of cervix and perineum. 
7 Delusional |Rupture of perineum; salpingitic adhe- 
28/M/1 2 sions. 
Ss 2 Dementia ..| Rupture of cervix; left tubal adhesions. 
Dementia .| Rupture of cervix; adherent tube. 
1% |Delusional |Rupture of cervix and perineum; ovarian 
Religious adhesions, 
51 | 36|M! ? 5 Mania.. ..... Rupture of cervix and perineum; uterus 
52 | 2 enlarged. 
53|34|mM] 2 Dementia |No abnormality discovered. 
541331 2 Dementia .. of perineum; left ligament thick- 
ened. 
55} S 6 Inflammatory adhesions of ligament with 
Suicidal lateral displacement of uterus. 
Rupture of perineum; ligament thickened 
56 | 32|/M]1 3  |Dementia ..|Retroversion with adhesions. 
57 | 36|M] 8 |Delusional |Rupture of cervixand perineum;enlarged 
ovary with adhesions. 
58 | 59| M| 6 4 Delusional |Rupture of cervixand perineum; uterus 
59/21/15 5 enlarged. 
Dementia ..|Left ovary enlarged. 
60} 40|M] 6 3  |Dementia ..|Retroversion with rupture of cervix and 
Delusional} Perineum. 
and Melan- 
61 | 27| S eholia .......: Retroversion. 


Out of these thirty-one examined decided abnormality was found in all but 
two, conditions which in the opinion of the ablest authorities in pelvic diseases 
would justify operative treatment in the sane. Slight lacerations of the cervix 
without eversion of the mucous membrane, or superficial perineal tears with 
destruction of perineal support are not included in this list. 


With the result of these investigations before us we are led 
to but one conclusion, that pelvic disease is at least a factor in, 
the condition of insanity, and that in a certain proportion of 
cases removal of the local disease may be followed by restora- 
tion of the mental functions. That these conditions fall within 
the scope of the general practitioner requires no demonstration. 
It is to him that these patients first apply, and it is to him that 
they look for a rational management of their cases. It is not 
expected of him that he have the tactus eruditus of the trained 
specialist, but it is expected that he be capable of diagnosing 
and treating many of the minor conditions, which are as potent 
in the condition of mental trouble as the so-called major condi- 
tions, and it is further expected of the general practitioner that 
in cases presenting obscurity or complication that he have the 
sincerity to call to his assistance those who, by training and 
experience, may be able to render valuable assistance, ever re- 
membering that insanity is but a symptom of grave disorder, 
ealling for the utmost care and skill upon his part to discover 
and remove the cause, which frequently is nearer the surface 
than was formerly considered. It is unjust to the patient and 
cruel to the friends to consign to the asylum upon the sperficial 
examination (?) so often made. To be ill may be unfortufate, 
but it is not necessarily a disgrace. To be insane should not be 
considered by the public as, essentially different from suffering 
from astigmatism or pneumonia, but so long as erroneous con- 
ceptions are entertained by the public in regard to mental dis- 
ease we should be exceedingly careful whom we stigmatize as 
insane, and this wrong conception can only be eradicated by the 


more rational treatment by the general practitioner of those 
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presenting symptoms of abnormal mentality. ‘Mental disease” 
as distinct from physical lesion has past, with many other er- 
roneous conceptions, into oblivion. We are now warranted in 
stating that every form of mental derangement is dependent 
upon “physical or chemical changes in the structural elements 
of the nervous system and to the operation of pathological 
processes which may be seen at work in other parts of the body.” 

As a definite pathology is the basis of scientific therapeutics 
in other departments of medicine, the same should obtain here, 
and each case presenting symptoms of mental aberration should 
be made the subject of direct investigation, instead of, as is of- 
ten the case, hurried to the cells, given a hasty examination, 
sent to the asylum, there to be one of hundreds, to improve, or 
grow worse, to live or die, as the case may be. 

With reference to the operative treatment, the day of operat- 
ing for mere neuroses is gone. The indications for operative or 
gynecological treatment for the’ insane differ in no way from the 
treatment awarded similar conditions in the sane, the object 
being to restore the parts to their normal condition, or, if this 
is impossible, to remove the diseased structures. Kven if we 
expect no mental result, can any one suggest a reason why the 
insane woman should not be given relief from prolapst uterus, 
pyosalpinx or ovarian cyst, as well as her sane sister? Surely 
her measure of mental misery is sufficiently great without the 
addition of avoidable physical discomfort. Albutt says: ‘Ihe 
pelvic disease in the insane should be made a subject of treat- 
ment whatever be the condition of the mental function”’—a 
most reasonable statement, and one from which satetpemt prac- 
titioners can hardly dissent. 

Lest a careless reader or a_ superficial observer, Whose 
thoughts follow beaten tracks, and whose age of improvement 
is past, might conclude that it is the meaning of this paper that 
the cause of insanity is found alone in pelvic organs, or that 
surgical operations are advocated for every pelvic abnormality, I 
wish to emphasize that no such erroneous conception exists up- 
on the part of the writer nor in the minds of others who have 
recently appeared before the public in this department; but one 
thing we do believe and shall advocate so long as there are ad- 
ditional worlds of conservatism to conquer: that the principles 
of surgery and humanity unite in demanding that the insane re- 
ceive at least the measures of consideration and treatment that 
their diseases call for; that these helpless sufferers from pelvic 
diseases who are confined in our asylums have extended to them 
the benefits of modern treatment; that asylum life be no barrier 
to modern therapeutics; and that our insane mothers, sisters and 
wives receive the treatment equally skillful to that given in the 
daily practice of hundreds of our educated physicians. If this 
be done a large per cent of the asylum population may be sent 
to their homes, households united, family ties restored, and 
given “beauty for ashes, the oil of joy for mourning, and the 
garment of praise for the spirit of heaviness.” This is no ideal 
dream, no strain of imagination, but a fact in this city; and 
what has been done here can be repeated in any city in Canada 
or the United States. 

It is opportune, in view of the evidence here submitted, for 
the profession to unite in this new crusade against officially re- 
trencht and fortified conservatism, and extend to incarcerated in- 
valids the measure of mercy that the enlightened sentiment de- 
sires and the spirit of justice demands. 


VAGINAL SECTION WITH REPORT OF CASES.* 


BY A. MILES TAYLOR, M. D., SAN FRANCISCO, CAL. 


Professor of Gynecology in the Post-Graduate Department of the University of 
California, Gynecologist to Polyclinic Ward City and County Hospital. 


Humanity demands sincerity from the surgeon. 
curacy of his technic is secondary in importance to his convic- 
tion of the absolute necessity for the operation. Experience 
{active and passive) in the past convinces the surgeon of the cor- 
rectness of his present diagnosis; liable to error as mortals must 
ever be. he has the consciousness of having done what he be- 
lieved to be best, even should ultimate results contradict his» con- 
clusions. 

Recent operations have more than ever convinced me of the 
superior merits, in the majority of cases, of vaginal section as a 
better and more conservative route than abdominal incision, for 
the relief and cure of diseased condition of the plevic organs. 


*Abstract of a paper read before the San Francisco Medical 
Society, November 8, 1898. 


The ac- 


The cases which I am able to report at this time I firmly believe 
will bear me out in the assertion. 

Preparation and Technic.—The subject is prepared for the 
operation in the following manner: For two days before (when 
time permits) the patient is kept in bed. A vaginal douche of 
1-5,000 bickloride solution is given three times a day. The night 
prior to the performance of the section the external genitalia are 
scrubbed and shaven, and a pad of bichloride gauze placed over 
them. The vagina is also scrubbed and packt with this material, 
which is left in situ until the patient is placed upon the operat- 
ing table. Thirty-six hours previous to operation, the bowels 
should be thoroly emptied by a large dose of calomel, followed by 
a saline. Liquid diet must be the only food permitted for twenty- 
four hours before the commencement of the operation. Three 
doses of strychnine sulphate, 1-60 grain each, should be given at 
intervals of eight hours between each dose, the last being im- 
mediately before administration of the anesthetic. If the patient 
be in the anemic condition, there should also be injected into the 
bowel four ounces of normal salt solution, with one ounce of 
spiritus frumenti, four hours before the time set for beginning 
the section. 


The patient, anesthetized, is placed in the lithotomy position. 
The best table is one with shoulder braces, and which can be 
placed in the Trendelenberg position when necessary. The gauze 
is now removed and the vagina scrubbed and flusht, and a fur- 
ther examination made for the election of the operation. If the 
uterus is to be left, it should be curetted, irrigated, and packt 
with gauze. The instruments used in this preliminary work are 
put aside, the cervix graspt with traction forceps and pulled 
down. The mucous membrane of the vagina, at the crescentic 
fold posterior to the cervix, is cut with scissors, the lower flap 
graspt with forceps, and down traction made, while the index 
finger is pusht up to the level of the internal os, when it can be 
made to enter the peritoneal cavity easily. The exact condition 
is thus absolutely determined. 

An ocular inspection is now made. This is much facilitated 
by the introduction of the long blade Pean retractor and Pryor 
trowel. The table is then placed in a slight Trendelenberg po- 
sition, and pads made of sterilized gauze, with long tape attacht, 
are placed above the tubes and uterus, making a complete septum 
between these organs and the intestines and omentum, which 
keeps the bowels up and out of the way. This septum is very 
necessary if pus tubes or malignant organs are to be removed. 

All adhesions to the bowel should next be broken up, and 
the bowel well protected by pads before operating upon the 
tubes or ovaries. If the uterus is to be removed, the anterior 
vaginal wall is entered in the same way, great care being taken 
to dissect the bladder well from the anterior surface of the cer- 
vix. The ureters must also be well guarded by keeping the 
bladder prest forward and cutting close to the uterus. 

If anterior fixation is required, the opening is made in front 
of the cervix—as for the removal of the uterus—instead of pos- 
terior to it. The sutures are introduced through the vaginal 
mucous membrane and peritoneum at the left side, then from 
left to right through the fundus of uterus, going about one- 
eighth of an inch deep, and then brought out on the right side 
in the same manner. The uterus must be firmly held against 
the anterior incision whilst the sutures are being tied. In ty- 
ing these the rent in the vagina is completely closed. A pessary 
can be worn for a few weeks to support the uterus until firm un- 
ion has taken place. ‘The posterior vaginal rent can be closed 
ty two or three sutures, or, if drainage be desired, pack a hand- 
kerchief of gauze (Mikulicz’s method) into the opening, and fill 
this with strips of gauze. These can be removed, one by one, 
without much pain to the patient. 


CASES. 


Mrs. S., age 23, married two years, no conception, pain a few 
days after marriage, with profuse discharges, pain in the ova- 
rian regions and on urinating, which ceast after three or four 
weeks, only having pain at intervals, until six months ago 
“caught cold” and had swelling in groin; severe pain for several 
days, when a large amount of pus past through the rectum; af- 
ter this, pain diminisht somewhat, but she was never entirely 
free; at each menstrual period the pain increast. Vagina in 
posterior cul-de-sac was opened in the usual way, and both tubes 
being found largely distended with pus (one adherent to bowel), 
the left was removed and all of the right except the small por- 
tion, which adhered to the bowel, this being cut close and left. 
Patient made a good recovery. 

Mrs. T., age 22, married, had one child, and one miscar- 
riage one year ago, after which she has had pain constantly; on 
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vaginal section, the left ovary was found displaced and cystic, 
the tube on the same side enlarged and occluded. In bringing 
the tube down it was ruptured and pus escapt into the pelvic 
cavity; the pelvis was therefore irrigated with normul salt solu- 
tion. The right tube was normal, the ovary cystic, its tluid be- 
ing of a coffee color. ‘The ovary was opened, curetted and sut- 
ured with catgut and replaced. Recovery was uninterrupted. 
Two months later the patient menstruated without the usual 
pain, and has continued at irregular periods since. 

Mrs. L., age 38, married, two children. Retroverted uterus, 
enlarged ovary on left side, painful menstruation, having to take 
her bed for two days at each menstrual period; constipation, head- 
ache unbearable at each epoch; on vaginal section, multilocular 
cyst of ovary was found and removed; tube was normal for the 
opposite ovary; which had several small cysts, which were punc- 
tured. Uterus was then fixt to anterior wall of vagina by 
sutures. Good recovery followed and she has had no pain 
since; menstrual periods regular. 

Mrs. T., aged 28, married, two children, youngest three years 
old. Painful menstruation, back and left leg aching constantly. 
Operation for lacerated perineum and cervix had been done one 
year ago without relief. Ver vagina, I removed the left ovary, 
which was cystic and the size of a cocoanut. Patient was up 
in a week and dismist at the end of her second week. She has 
had no trouble since. 

Miss R., age 17. Painful menstruation for five years, since 
first appearance, and constantly increasing, until suicide had 
become a mania at the menstrual period. Vagina was opened, 
both tubes found to be small and closed, ovary cystic. Cysts 
were dissected out of ovary substance, the tubes slit up, the 
lumen opened, a probe being pusht through the slit and the 
tube sutured as in circumcision; the wound was then closed and 
the vagina irrigated with salt solution. Recovery was excellent, 
and menstruation has been regular ever since; free from pain, 
and the nervous phenomena disappeared. ‘ 

Miss M., 18, single. Profuse discharge for four months, severe 
pain on both sides. Examination showed pus tubes, which 
were opened through the vagina, washt with 1-5000 bichloride 
and packt with iodoform gauze, which was left in for five days. 
Gauze was then removed and normal salt solution used to irri- 
gate, as it was near her time to menstruate. Gave patient chlo- 
roform and sutured tubes; no further treatment, and ten days 
later patient flowed freely, and has since menstruated each 
month without pain. The uterus was in this case curetted at 
time of operation. 

Mrs. Mc., age 21, married six months, has had pain for five 
months, gradually increasing, profuse discharge of pus after 
each period. Left tube was removed, as it was only a pus sac, 
right tube opened and drained, cysts of both ovaries punctured; 
rapid recovery, no pain at period but slight pain for one or two 
days after flow ceases; has gained twenty pounds in three 

Mrs. B., age 30, married eight years, no children; menstrua- 
tion painful for seven years; had to take to bed for two days 
in the last two years at each epoch; lost considerable flesh in 
last six months and quite despondent. On examination I found 
the left tube occluded and enlarged, but no pus; amputated its 
end and stitcht it to a portion of the ovary; removed about all of 
this ovary and sutured with fine catgut (which I always use). 
The other tube was removed at two-thirds its junction with the 
uterus and treated in the same way, except not being sutured to 
the ovary, as the latter was removed entirely, it being degenerat- 
ed and not a particle of it healthy; recovery was uninterrupted. 
Patient left the hospital in two weeks, and at the second month 
menstruated without pain, and has had her periods quite regular 
since. 

Miss M., single, had one miscarriage two years ago and had 
never been well since; has had a discharge at times, painful uri- 
nation, and at time of epoch had to take to her bed. For the 
past six months was delirious during menstrual period, and for 
several days after. One month before she was operated upon, 
she was confined to her bed, with temperature high and excru- 
ciating pelvic pains; temperature 104.6; pulse 120; an anxious 
face and distrest look; distended tympanitic abdomen. Patient 

- was too sore to vllow an examination to be made without an- 
esthetic. Advised her removal to hospital, and the following 
day opened vagina, and when my finger entered the peritoneum 
the pus poured out freely. After irrigation with salt solution, 
with gauze pads packt well up behind the tube and ovaries, re- 
moved one tube by liberating the fimbriated end, the uterine 
end being slought and free; I removed the opposite tube and 
uterus, washt out cavity well and drest (Mikulicz pack). Pa- 


tient sent to bed in a fair condition, temperature dropping after 
operation to 994. On the Sth day at 5 a. m., the temperature 
went to 105, and at § to 106. She died at 12 of what proved to 
be septic cerebral meningitis, 

Mrs. V., age 48, widow for six years, has had pain, and at 
each epoch lost a large amount of blood; is anemic, and has con- 
stant pain in pelvis, extending down legs. On examination a 
fibroid uterus was found with adhesions; vagina was opened, 
uterus split in half, left half removed first by delivering it 
through vagina, and ligating and cutting from above, the remain- 
ing half was easily excised in the same manner, the entire tu- 
mor weighing eight pounds. Vaginal rent sutured with catgut; 
and an uninterrupted recovery. 

Mrs. M., 32, married, no children, no miscarriage. Had 
some trouble four years ago with urine, and has since had pain 
in pelvis. Examination revealed double pyosalpinx; tubes de- 
livered by the vagina, opened, curetted and packt with gauze, 
which was removed on fifth day and cavity irrigated with 1- 
8000 bichloride, followed by salt solution, and repackt with a less 
amount of gauze. ‘This was in five days again removed and the 
tubes probed and swabbed with a diluted solution of tincture 
iodine. The patient was dismist at the end of three weeks. She 
has flowed normally for three periods since; fourth not yet due. 

Mrs. B., age 26. Has suffered for three years, having to take 
to bed at each epoch for two days, and for the last year has 
had a profuse discharge following the period. For three months 
has lost more blood by far than at any time during illness, Se- 
vere head and bachache and melancholy to the extreme. Hx- 
amination proved the opinion given that pus tubes were present, 
almost as large as two fingers. The uterus was somewhat en- 
larged, with its walls thickened. Per vaginam the uterus 
and tubes were removed, but ovaries were left. An ex- 
cellent recovery followed; patient leaving hospital in three 
weeks. She tells me now that none of the former trouble re- 
mains, and she has gained over twenty pounds in weight. 

Mrs. M., age 26, one child three years old. Had not been 
free from pelvic pain or discharge since. One month ago was 
operated on by an eminent gynecologist for lacerated cervix and 
perineum, and dismist with the promise that she would be well 
in a few weeks. She claims the pain had increast and some- 
thing must be done, as life is not worth living. On examination 
the abdomen was found swollen and tympanitic. Could not tind 
tube on left side, but low down a mass with a doughy feeling, 
which was thought to be extra-uterine pregnancy. On the right 
the tube could be made out and was enlarged. As the patient 
was anesthetized for the examination, there was an understand- 
ing that if an operation was found necessary it would be pro- 
ceeded with. The cul-de-sac was therefore opened and pus 
flowed out by the finger freely; the opening was enlarged and the 
pelvic cavity irrigated with salt solution until the solution re- 
turned clear; then, on introducing the towel and retractor, a 
large mass protruded into the vagina. ‘This, examined and 
graspt with forceps (smooth-jawed), was pulled down and found 
to be the uterine end of the left tube, which had slought off 
from the uterus; this was removed and found to be a pus sac. 
Pads were used, but as they seemed to meet with resistance at 
the upper level of the pelvis, an ocular inspection was made, 
when a complete diaphragm of thick adhesions was seen to sep- 
arate the pelvic from the abdominal cavity. The other tube was 
removed, as it was found to be sloughing, and the cavity again 
irrigated, this time with a 1 in 8,000 bichloride solution, follow- 
ed with salt solution; then the adhesions above were broken up, 
when the omentum and small intestines came into view. With 
a Mikulicz dressing the patient was put to bed, and at the end 
of three weeks dismist well. She has since remained free from 
pain, and feels well and happy. 


Mrs. W., age 25. For two years has suffererd with pyosal- 
pinx; for the last month has been quite ill and had quite a 
hemorrhage a few days previous to examinatiom; these tubes 
were so large that they had been mistaken for a fibroid tumor. 
On opening the cul-de-sac and pushing my finger through the 
peritoneum the left tube was ruptured, and the most offensive 
pus flowed freely throu this opening; irrigation was done, and 
pads placed above the tubes; the uterus was enlarged; so a hys- 
terectomy was done, and in liberating the tube two and one-half 
inches of the bowel was found to be adhered, but with careful 
manipulation it was separated, and the patient made a rapid re- 
covery, until the tenth day, when at 4 p. m. her temperature 
was found to be 106, following a chill. The vaginal opening 
was immediately explored without finding any cause at the seat 
of the operation for this rapid rise of temperatude. She was 
given 20 grains of quinine sulphate at once, as malaria was the 
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only cause that could be then attributed. At 8p. m. the tem- 
perature had fallen to 103, and at 12 to 9Y. Quinine and ar- 
senic were continued, and on the second day the temperature 
went to 103, after which time it remained about normal, and a 
slow recovery followed. 

Mrs. P., age 24, marired four months. Two weeks after 
marriage was taken with chills and high fever; was confined to 
bed for three weeks with poultices over obdomen; she was then 
allowed up and has been in constant pain ever since. When 
seen by me the patient was anemic, and showed what a wreck 
pain and disease brought upon her. The tubes were found en- 
larged and adhered to the bowel. One tube was removed, it was 
cut, and a small part left on the bowel, the adhesions being so 
firm that it was feared a rupture would occur if divided com- 
pletely; the other was split open its entire length and curetted, 
washt with 1 in 5,000 bichloride, and sutured with catgut. ‘he 
ovaries were opened and cleansed, likewise sutured with the 
same material, and drest as usual. The patient has recovered, 
has no pain, and menstruated in six weeks after operation, and 
also five weeks later, the last period on the twenty-ninth day. 

Mrs. Me, age 24, married six years, no children, two abortions 
produced, the last four years ago. Had cervix repaired and ute- 
rus curetted two years ago, which improved the condition, but 
has at each epoch since had pain which lasted for several days 
after the flow ceast, especially in right side. The right tube was 
found to be completely closed; the fimbriated end was amputated, 
and end split up half an inch and stitcht back and to the ovary 
tissue left, which was half of that organ. On the left the tube 
was in fair condition. The ovary here was distended and filled 
with a dark fluid after incising. The sac was so diseased that 
it was removed. Patient made a good recovery, and has had 
no pain since leaving the hospital. She has menstruated only 
once since, yet three months have elapst. 

Mrs. S., age 34, married ten years, two children, one miscar- 
riage three years ago, which was produced by a rubber catheter. 
Claimed to have had peritonitis at this time, which confined her 
to bed for three months, and has not been free from pain since. 
Examination proved pus tubes and ovaries enlarged, tubes in- 
cised, irrigated with bichloride 1 to 5,000, and packt; ovaries 
opened, curetted, and tincture of iodine applied to raw surface, 
which was then wiped with gauze, soakt in salt solution, sut- 
urerd and replaced; the tube was drest on the fifth day and 
washt again with salt solution and repackt with gauze slightly. 
On the twelfth day the gauze was removed, and as the wounds 
lookt healthy, tube was pusht high up with forceps padded with 
gauze and left. There was little pain for one month on the 
left side circumscribed; pain commenced, which lasted for one 
week, in spite of hot douches and opium suppositories; she then 
began to flow scantily, and the pain decreast. With each pe- 
riod. which are irregular, she suffers some pain, but as it is 
declining at each period, nothing has been done. 

Mrs. S., age 27, married, two children, the last 4 years old. 
After an absence of two months from home her husband re- 
turned, and shortly after she had a discharge and bearing down 
pains on urinating; was treated by family physician and “re- 
covered” as she supposed, but did not conceive. One year later 
she was seized with pelvic pain; five days later the vagina was 
aspirated, and large amount of pus drawn off; she got better 
but has not been well since. In the usual way the vaginal sec- 
tion was made, and tubes both found in cul-de-sac in masses 
of adhesive tissue which were broken up with difficulty, tubes 
removed, and in doing so the left one ruptured: ovaries so dis- 
eased and full of pus they were also excised; the uterus packt 
with a glass tube—(having been curetted), the end of the tube 
being protected by gauze: the following day the uterus was irri- 
gated through this glass tube, a few drops of tincture iodine in- 
jected into this organ, and left undisturbed for two days, when 
it was again irrigated. the dressing throu the cul-de-sac being 
at this seance removed and left out; the glass tube was removed 
five days later. Patient made a rapid recovery and has had 
very little pain or inconvenience since. 

Mrs. M., age 19, no children. Pain severe in both sides the 
day previous to menstrual flow, and continues during and after 
for several days. especially on the left. On examination there 
is little abnormality to be found; on the left there is a small 
hard lump at the end of the tube, probably occlusion of the os- 
tium. Incision made as usual, and tubal mucous membrane 
of left side found adhered to the peritoneum by exudation; fim- 
briated ends matted together and glued to ovary and intestine. 
mechanically sealing the ostium; adhesions were broken un. the 
rounded end of the tube slit nn. the fimbria turned ont. and the 
lumen sutured to the membrane of the tube; the right tube was 


probed and dilated. This occlusion of the tube was the cause 
of the pain, and if it had been left much longer there is no doubt 
she would have sufferd with pyosalpinx. She has menstruat- 
ed freely since without pain. 

Miss J., age 19, no pain, but comes for enlarged abdomen. 
On examination two large distinct tumors felt on either side 
which were as high up as the pelvic brim, the vaginal route was 
decided upon and when opened the tubes were found to be en- 
larged and felt like large bananas, they were both delivered, 
and found that the ostiura was completely occluded, yet traces of 
the fimbria were seen; the contents were not unlike putty in con- 
sistency, the color of amber. This condition of the tubes, lL 
believe, is rare, and depends on non-inflammatory stenosis of the 
abdominal ostia of the Fallopian tubes. This condition is not 
caused by septic changes, for in most of these cases, as it was 
in this, the patients are virgins. ‘The recovery was uninterrupt- 

Mrs. N., age 18, married four months. In perfect health. 
Has mist menstruation period for two months; told by family 
physician that she was pregnant. At 7p. m., while getting up 
from dinner table, felt a severe pain in pelvis, left side, sick at 
stomach and faint. Physician was called and at 8 p. m. I was 
called in consultation, and it was decided to immediately open 
the vagina, as intra-peritoneal rupture of a tube was diagnosed. 
On entering the vagina through cul-de-sac, which was distended, 
the blood flowed freely, almost to an alarming degree. ‘I'he op- 
ening was rapidly enlarged, and the fetal mass brought out, tube 
pulled down, ligated near the uterine junction, and a salt solution 
poured into the cavity, while a normal salt solution was being 
injected into the cephalic vein; after patient rallied somewhat 
the tube was severed and pelvic cavity irrigated, packt with 
gauze, the uterus gently curetted and also irrigated. The dress- 
ing was left for five days; when removed the cavity was again 
irrigated with salt solution, and a small piece of gauze placed 
in the vaginal rent, which was a few days later removed. There 
was a slow recovery, which was probably due to the loss of blood 
and severe shock. 


Mrs. M., age 25, married five months. Until that time men- 
struation was normal, A short time after she was troubled with 
frequency to urinate, and discharges from vagina. Pain soon 
followed, and at the time of examination both tubes were dis- 
tended and the pain was unbearable. ‘lhe patient was placed 
on opium, 1 grain every four hours, with hot applications over 
abdomen, and ordered to hospital. During the night she felt 
something give way, as she exprest it, and soon after had a 
desire for stool, the nature of which was mostly pus. She, how- 
ever, went to the hospital, and at 9 a. m. the following morning 
the vagina was opened and quite a quantity of pus escapt throu 
the vagina. The cavity was washt out and gauze pads packt in 
the Trendelenberg position. It could be seen that there was ad- 
hered to the tube a portion of intestine; this was dissected from 
the gut, leaving a small piece at the thickest adhered junction. 
This tube removed, the opposite tube was drawn down and in- 
cised almost its full length, allowing a quantity of offensive pus 
to escape. The tube was irrigated with a weak bichloride so- 
lution and sutured, the uterus having first been curetted and 
packt with gauze; the Mikulicz dressing was done and the pa- 
tient put to bed. After two days the dressing was removed and 
a small piece of gauze replaced in the vaginal rent. At the next 
dressing, or eight days after operation, the bowels having moved 
freely with a watery discharge, there was seen at the site of 
bowel adhesion a small amount of oozing fecal matter. ‘This 
was thoroly cleansed with salt solution, and a piece of gauze 
packt against the intestine, and the bowels lockt with opium 
for several days. When the dressing was again removed, to all 
appearances the sinus had healed. The bowels were moved by 
an enema of glyceriueand magnesia sulphate, no discharge escap-. 
ing through the sinus. While it has only been two months since 
operating, I believe the bowels have entirely healed. My opin- 
ion is the abscess ruptured throu the bowel and the pus past off 
throu the rectum. In dealing with the adhesions I did not leave 
enough tissue of the tube to allow the new tissue formed by 
exudate to close the sinus, hence the after trouble. If the opera- 
tion had been done throu the abdomen, and the escape of fecal 
matter into the cavity, the chances are a post mortem examina- 
tion would have revealed the first knowledge of this fact. 

Out of eighteen other cases recently operated on—to report 
them would only be a repetition of some of the foregoing cases 
—of these, good recovery followed. To sum the whole matter 
up, of forty cases, we have thirty-seven good recoveries; two 
with slight trouble remaining, and one death. In nearly all 
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of these cases pus was present, and by the abdominal route lL 
doubt the same good results would have been obtainea. 

From the success of these and other cases in my experience 1 
am convinced that the advantages of the vaginal route are, in 
most cases, unquestionable. The major points of preference are: 

It gives less shock to the patient. This is a consideration 
of overwhelming importance to those of naturally weak consti- 
tutions. It is not so dangerous an operation. There 1s not the 
risk of hernia, or of malignancy occurring in the scar tissue. 

A high recommendation for the route is the ease with which 
the operator can work on any of the pelvic organs. It enables 
pus tubes to be opened and drained with accuracy, and guar- 
antees the certainty of washing out offensive matter after rup- 
tured foci. 

It insures rapidity of recovery, and the ease and comfort 
with which the patient can turn on either side, even immediate- 
ly after the operation. It permits with safety unabsorbable'li- 
gatures to be tied and left exposed in the vagina till ready to 
be taken out a few days later. It prevents the operator being 
compelled to leave a foreign body in the shape of a ligature in 
the abdomen, where more or less exudate will be thrown out, 
which is of less vitality than normal repair tissue. 

It allows conservatism to be manifested in saving a portion 
of a badly diseased ovary or tube, by opening, packing with 
gauze, and keeping clean with sterilized water, or salt solution, 
as one would treat an external wound. The gynecologist is con- 
stantly imprest by the nerve disturbance always following com- 
plete removal; of the exceeding importance of the retention ot 
any part of an ovary. This nerve disturbance 1s especially 
markt after operations upon young women. The mental elfect 
upon the patient is particularly noticeable. The labors of the 
gynecologist and the nerve specialist are constantly becoming 
more closely associated. The former is continually reminded, 
by experience, of the necessity for the attention of the latter 
being called to these subsequent nerve phenomena, ‘I'he ethics 
of our profession demand that the operator shall look more to 
the ultimate consequence to the patient, from the loss of any 
part of such an important organ as an ovary, than to the mere 
procurement of pathologic specimens. It is my firm belief that 
we are enabled to save a much greater percentage of the ovaries, 
or of parts thereof, as well as of tubes, by vaginal section than 
is possible by abdominal incision. This is so no matter whether 
the operation be necessitated by gonorrheal or other causes. 
Some of the best gynecologists advocate the removal of the 
uterus when the appendages are removed, and vice versa. With 
this practice I take a decided issue. 

‘My objection is based upon the fact that, when the ovaries 
are left, the nerve phenomena are not so pronounced as when 
both the uterus and ovaries are extirpated. This, likewise. 
holds good when the ovaries are removed and the uterus allow- 
ed to remain. We all know that pus tubes with thick walls and 
ragged ends frequently get well after being closed up in the pel- 
vie cavity. Why, then, will not the uterus recover from endome- 
. tritis, inflamed walls, gonorrheal infection, ete., if carefully 
curetted, properly irrigated and well ‘packt with its natural 
drainage, and easy for treatment, when it (the uterus) can be 
left and only the adnexa taken out? 

The increast nerve disturbance, after the complete removal 
of the pelvic organs, has become more and more of a bugbear 
to the gynecologist. The time has arrived when the attempt 
must be made to save and retain in the pelvis all or any part 
that is possible. This should be done, even at the risk of a sec- 
ond operation, for the removal ‘of any particle that itis found 
unwise to leave, after the attempt has been made to save it. 

The vaginal route permits such a second operation with little 
danger ‘o the patient, but as much can not be claimed for an- 
dominal incision. I am certain that the posterior cul-de-sac 1s 
better than the anterior opening. It is easier, less dangerous. 
and if required, gives the best drainage. There is no risk of 
wounding the bladder in entering the peritoneum. and less lia- 
bility of injuring the ureters in the delivery of the uterus or 
appendages for operation. I do not wish to be understood that 
all operations can be done best per vaginam, for in certain cases 
the abdominal route must be followed, but only when the vaginal 
has been proven fmpracticable. My earnest desire in this pa- 
per is to make as plain as can be done with an exceedingly 
technical subject the conclusions IT have arrived at, that vagi- 
nal section, in the maiority of cases, is superior, as well as 
preferable, to abdominal incision. 

I also wish to assert that the nerve nhenomena are much 
lessened after vaginal section. when the whole or part of the 
ovaries or uterus can be permitted to remain in the pelvic cav- 
ity. This can not be otherwise than of interest and information 
to the nerve specialist, as well as to the gynecologist 


VAGINAL HYSTERECTOMY—ACCIDENTS AND COMPLICA= 
TIONS. : 


BY WALTER LINDLEY, A. M., M. D., LOS ANGELES, CAL. 
Professor ot Gynecology in the Medical College of the University of Southern: 
California. 


In my reports heretofore of this operation I have been very 
optimistic and the results up to this time have justified it. For 
four years I ‘had been assisting in vaginal hysterectomies and 
doing the operation myself quite frequently, and yet in all that 
time had never seen a serious hemorrhage or case of sepsis or 
any other complication that caused serious alarm. Yet now 
within a few weeks I have met with the following disturbing 
incidents: 

First was a case of a friend of mine who had operated and 
used clamps. Forty-eight hours after operation the removal of 
the clamps was followed by a serious hemorrhage in the left 
angle of the wound, which was probably from the cervical 
branch of the uterine artery. He put the patient on the operat- 
ing table, and after gauzing out the vagina thoroly, quickly saw 
the little spurter and put a pair of forceps on it, which stopt the 
bleeding completely. Forty-eight hours after the forceps were 
removed and the recovery of the patient went on without any 
untoward complications thereafter. 

Another case was also in the practice of a friend. He had 
done a combined clamp and ligature operation and after 48 
hours removed the clamps, there being no hemorrhage whatever. 
One week after, in his absence, I was called in to see the case 
and found her bleeding very alarmingly. She was put on the 
operating table at once and on thoroly cleaning the wound I 
found a bleeding artery pumping away in the lower portion of 
the left angle of the wound. I applied a pair of Kocher’s com- 
pression forceps and the hemorrhage was entirely stopt. Forty- 
eight hours after the attending surgeon removed these forceps 
and there was no further hemorrhage. .A week later there was 
a slight hemorrhage which was stopt by the use of roller ganze. 
The patient then went on to prompt recovery. 

In another case a few weeks since, the second night after the 
operation, the nurse heard a metallic snap, which rather startled 
her, but as nothing else occurred, she did not call my attention 
to it. The following day, it being 48 hours after the operation, 
I removed the forceps. and on one pair I found the handle broker 
just outside of the joint. 

Of course 'the break was due to a flaw in the handle, but 
fortunately the accident occurred 40 hours after the operation 
and the artery that it controlled was already thoroly occluded, 
so that no harm was done. This accident shows the importance 
of thoroly examining and testing clamps before each operation. 

A fourth case, Miss D—, age 34, dysmenorrhea, menstruatior 
lasting for nine or ten days, menstrual subinvolution, retrover- 
sion, prolapsus and nervous symptoms which bordered on in- 
sanity and in fact which left the patient for one-third of each 
month really insane. Dilatation and other minor operations had 
been performed without any amelioration of the physical or 
mental conditions. Her general health was poor and did not 
respond to any of the hygienic or medical efforts to build her up. 
Finally, April 15, I did a vaginal hysterectomy with forceps. 
On the 16th her temperature was 100 and pulse 90. Vomiting 
was frequent and she was very restless. April 17, at 6 a. m., 
pulse 100, temperature 100. The forceps were removed and 
everything lookt well. Glycerine enema was ordered and con- 
siderable gas was past. During all the time she had been hav- 
ing strychnine and normal salt solution by the rectum and had 
had codeine hypodermically and chloral by the rectum for pain. 
During ‘the afternoon and evening the pulse was so weak that 
it could not be counted. The abdomen became distended and 
tympanitic. The temperature ranged from 99 to 101 during the 
18th and the pulse during all that time could not be. counted. 
All efforts to move the bowels failed and the patient died at & 
p. m. on ‘the evening of the 18th. or about three and one-half 
days after the operation. An autopsy was not practicable, but 
my opinion is that death was undoubtedly due to septic peri- 
tonitis. This is the only death that T have had following this 
operation. and the reason for it I cannot explain. TI renort these 
cases as the only ones in four vears where this oneration has, 


in mv experience, been accompanied by an 
whatever. y any untoward symptoms 


Speaking of California doctors. it may be of in 

terest to some 
to state that there is no other part of the world where doctors 
are so numerous in proportion to population as in some of the 
small cities of California. On the other hand. Nevada has less 
physicians per capita of population than any other state. 


; 
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THE SIGMOID—SOME OF ITS DISEASES. 


BY WELLINGTON BURKE, M. D., LOS ANGELES, CAL. 


Lecturer on Diseases of the Rectum, College of Medicine of the University of 
Southern California. 


Diseased conditions of the sigmoid flexure are probably more 
frequently overlookt than those of any other portion of the in- 
testinal canal. When we consider the number of these cases 
which come to the rectal surgeon after having been treated for 
everything from constipation to piles we can but conclude that 
there is a want of intelligent investigation upon the part of a 
large number of our profession, since the diagnosis is not ditf- 
ficult in the average case. 

The location of the sigmoid flexure renders it peculiarly sus- 
ceptible to disease; clearly so, when we remember the physiology 
of defecation. 

The diseased conditions of the sigmoid fiexure most com- 
monly seen are: Congestions of the mucous membrane, errosions 
and ulceration. 

The cause of these may be set down, in the great majority 
of cases, as constipation; the result of which is the presence in 
the flexure of a fecal mass, hard and dry, as a result of the ab- 
sorption of its watery elements, after having met with reverse 
peristalsis from the rectum, where it did not gain exit as intend- 
ed by nature—either from want of attention on the part of the 

. individual, or from the action of irritable sphincter muscles, 
making a passage painful, and consequently avoided as long as 
possible. In the latter case fissure or ulcer, or both, probably 
exist. 

The symptoms of the lesions of the sigmoid mentioned are: 
Constipation, or its opposite, diarrhea; discharges of mucus or 
muco-pus, sometimes accompanied with blood; pain—usually dull 
in character, in left iliac fossa, at times extending to transverse 
colon, frequently markt preceding an action of the bowels; ten- 
derness over the sigmoid; passages of mucus, numbering from 
three to eight or ten during the twenty-four hours; nervous sys- 
tem markedly affected, melancholia present in many cases; loss 
of bodily weight, anorexia and sleeplessness. 

The diagnosis is not difficult. We must exclude: Malignancy, 
chronic enteritis, diseases of the left ovary or tube and the in- 
flammatory states of the light vascular tissues surrounding 
them; and discharges produced by lesions in the rectal pouch. 
The introduction of the sigmoidoscope and colonoscope makes 
clear the condition of the sigmoid. 

The prognosis in these cases is invariably good, tho the pa- 
tient should be plainly told that time will be required. 

The treatment, as practist by myself, consists in first thoroly 
cleansing the bowel by the aperient plan, then washing the fiex- 
ure with plain hot water, after which a daily application of an 
astringent solution is made to its surfaces by means of a Wales 
bougie; the solution. about three ounces in quantity, being re- 
tained. I have many times used the iodoformized oil advised by 
Mathews with happy results, alternating it with the astringent. 
The diet should be at all times semi-solid, and the patient kept 
at rest and in charge of a trained attendant. 


ABDOMINAL PAINS. 


BY C. P. THOMAS, M. D., SPOKANE, WASH. 
Surgeon to Sacred Heart Hospital. 


How often the physician is called to the bedside to find that 
the principal symptom presenting itself is pain in the abdomen; 
usually he is told simply that the patient has a pain in the 
stomach. In a good number of such cases a hypodermic of 
morphine is given, without much attempt at examination, a few 
more tablets left to be taken later by the mouth, if the pain does 
not subside or recurs. Perhaps instructions are left to open the 
alimentary canal with physic or enema, and to report the fol- 
lowing day, if the patient is not well. 

Perhaps 50 per cent of all cases of acute abdominal pain will 
be cured by this simple process, but of the other 50 per cent 
many of them will die, and those who do not die will have a 
long, serious illness, which might have been prevented by the 
proper treatment. It is of the last fifty cases that I wish to 
speak by describing their proper diagnosis and treatment. 

The more common, dangerous causes of abdominal pain are 
gall-stones, kidney stones, appendicitis, hydronephrosis or pyone- 
phrosis, acute intestinal obstruction, whether due to intussuscep- 


tion, volvulus, enterolith, or paresis due to inflammation, either 
from within or without the intestinal tract. 

Of the most harmless varieties we should enumerate gas- 
tralgia, enteralgia, uterine pain and hysteria. 1t will be my pur- 
pose in this article to lay down the plainest and simplest rules 
ve differentiation and treatment of these different causes of 
pain. 


We are indebted to Dr. Fenger, of Chicago, for a very elab- 
orate and accurate description of the causes of hypatic colic. It 
was formerly supposed that during each attack of gall-stone 
colic a stone past along the cystic duct, throu the common duct 
and into the intestine. The patient was instructed to watch 
from day to day for the appearance of the stone, and if it never 
came, it was generally supposed that the doctor had made an 
error in diagnosis, and that the pain was due to some other 
cause. Dr. Fenger and others have proven that it is not neces- 
sary for the stone to pass out in order to produce pain, but in- 
stead, there is a ball-valve action of it, which, for a time, pre- 
vents the free passage of bile. If this process takes place while 
the stone is in the gall-bladder or cystic duct no Jaundice will 
appear, but if, instead, it is in the common duct, all the symp- 
toms, which will be described later as hypatie colic, will be 
present, and there will also be jaundice, which will appear from 
one to three days after the onset of the attack. The attack be- 
gins with acute pain, usually referred to the region of the py- 
loric extremity of the stomach, radiating upward, between and 
under the shoulder blades. Vomiting of bilious matter is pres- 
ent, and the bowels are not usually affected. Pain Is caused py 
pressure over the-liver and gall-bladder, and the latter may be 
sufficiently enlarged for detection on palpation. The temperature 
is usually unaffected, and the heart’s action but slightly increast, 
Abdominal distention and pain in the lower regions are not pres- 
ent in simple hypatie colic. The duration of an attack is very 
uncertain, lasting anywhere from one hour to many days. 1 
have seen on one occasion the obstruction continue until rupture 
of the gall-bladder took place, which was followed by acute peri- 
tonitis, and death. The medical treatment should consist of 
opium to relieve pain; olive oil, administered for its lubricant 
and cathartic effect, and hot application externally. ‘lo prevent 
the return of an attack, I should advise the administration of 
dram doses of phosphate of soda, three times a day, to keep the 
bile as thin and watery as possible, thereby lessening the lia- 
bility of recurrence. The surgical treatment consists in removing 
the stone, with drainage of the gall-bladder, externally, until 
inflammation of the same subsides. Then if the common duct be 
open, the external opening will close, leaving the patient well 
and comfortable. Should the stone be found in the common 
duct, a longitudinal incision into the same will allow of its re- 
moval, or, if preferred, McBurney’s method may be used, which 
consists in the removal of the stone throu an incision made op- 
posite the outlet of the duct, in the duodenum, with instrumen- 
tal dilation of the outlet, and removal of the stone throu it. In 
this case, it would be necessary to close the intestinal incision by- 
stitching. When the incision is made, however, directly into the 
common duct, no stitching is necessary. A drainage tube, well 
surrounded with gauze, should be carried down to it, and left for 
a time, when it may be removed and allowed to close by granu- 
lation. 


Appendicitis: The onset is sudden and like gall-stone pains. 
There is usually a history of previous attacks. The pain is gen- 
erally referred by the patient at first to the umbilical region, ra- 
diating therefrom in every direction. Vomiting, with great 
shock, elevation of temperature and pulse, and in 75 per cent of 
eases there is constipation. Abdominal distention is present al- 
most from the beginning, with tenderness all over the abdomen 
at first, but later confined more particularly to McBurney’s point. 
It is the writer’s belief that there is but one correct method of 
treating appendicitis, and that is surgical. It is generally recog- 
nized now that there are three distinct forms of appendicitis, 
namely: Simple catarrhal, suppurative and fulminating, there be- 
ing about 10 per cent of the latter. Senn lays down the rule that 
50 per cent of the fulminating variety may be saved if operated 
within twenty-four hours after the onset of the disease, and that 
it is beyond a diagnostic possibility to ascertain at the beginning 
of an attack which variety will follow. This, to my mind, is 
conclusive proof of the necessity of an operation at the very ear- 
liest possible moment after the diagnosis is made, and it has 
been my custom for the last ten months to operate every case 
found as an emergency operation, not even awaiting the usual 
twelve hours for preparatory treatment. During this time lL 
have operated on twenty-six patients, without a death, many of 
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whom were removed to the hospital and the operation performed 
in less than two hours from the time they were first seen. 

Nephrolithiasas, hydronephrosis and pyonephrosis present 
symptoms so similar to each other, if first seen during an acute 
attack, that they will be described together. ‘The pain here is 
referred alinost entirely to the flank in which the trouble exists, 
radiating toward the bladder, and down the thigh of the same 
side. If hydronephrosis or pyonephrosis be present, a tumor may 
be detected upon examination. If the pain be due to a stone, 
there will also be more or less irritability of the bladder, and 
often hematuria. The diagnosis may be cleared up here by the 
use of the X-ray. The causes of hydronephrosis are numerous, 
the more common being obstruction of the ureter by a stone or 
abnormal growth, or the twisting or kinking of it by a movable 
or floating kidney. If due to the latter cause, the acute pain may 
be relieved by simply replacing the organ in its natural position, 
Pyonephrosis may be caused by foreign growths in the kidney, 
which may be simple, tubercular or malignant; inflammation ex- 
tending up from the bladder; or by metastasis. The treatment 
in either event should consist in cutting down upon the kidney 
and the removal of the cause. The medical treatment until the 
arrival of the surgeon should consist in the administration of 
opiates to allay pain and cathartics for emptying the alimentary 
canal preparatory to surgery. 

Intestinal obstruction, whether due to enterolith, volvulus or 
intussusception, presents symptoms similar to obstruction due to 
appendicitis, and may be confounded with cramp-colic or ob- 
structive peritonitis due to whatever cause. The characteristic 
symptoms are, however, fecal vomiting and tympanites, with ob- 
stipation, which can not be relieved by either physic, enemas 
or the long colon tube. In case of simple obstruction without 
colic, the pain at first is not as severe as in appendicular colic, 
and there is less abdominal tenderness and temperature; the 
pulse is also but slightly affected. Later, when the intestines be- 
come overdistended and peritonitis begins, we then have all the 
symptoms of general peritonitis, including severe pain, tympan- 
ites and tenderness. It has beén my observation that heart-fail- 
ure is the cause of death in peritonitis from whatever cause. 
and that during an attack, when the extremities begin to grow 
cold, death is inevitable and will soon follow. 'Che treatment of 
acute obstruction of the bowels should be as follows: First, al- 
lay the pain with paregoric, and follow it at once with calomel, 
oil or salines, and enemas, and, if at the end of ten or twelve 
hours, the bowels have not moved, open the abdomen in the me- 
dian line, search for the cause of the obstruction and remove it. 
If it be due to an enterolith, remove it throu a longitudinal in- 
cision in the gut, over the obstruction, on the side farthest away 
from the mesentery, and close the incision. If it be due to bands 
of adhesions, separate the same and dust the raw surfaces with 
aristol, if they can not be covered by stitching. If due to intus- 
susception, I believe a resection of the diseased gut, and end to 
end anastomosis with the Murphy button, to be the best treat- 
ment. A cause of intestinal obstruction, which may often be 
overlookt, is hernia; when found, it should be treated as usual. 

Gastralgia or neuralgia of the stomach should be distinguisht 
from obstruction by the difference in the character of the vomit, 
when it occurs, it being free from fecal matter, and never so 
persistent; abdominal distention and elevation of temperature 
are also absent. Relief usually follows the administration of a 
brisk emetic, with a mild opiate and application of heat over the 
stomach, 

Hysteria is usually defined as a neurosis with convulsive 
paroxysms, abnormal manifestations of emotion, ete., due to a 
functional disorder of the nervous system, and when we come 
to consider the number of disorders to which that system is heir 
we may readily understand that the symptoms may be manifold, 
and to attempt to describe or define them would require volumes, 
It is my custom, when I suspect hysteria, and the manifestations 
are at all severe, to administer hypodermatically a dose of 
apomorphine, and in most cases it will not only clear the stom- 
ach, but also the diagnosis. 

Uterine and oyarian or ruptured tubal pregnancy may cause 
abdominal cramps, and may be differentiated by a careful ex- 
amination of those organs; there being invariably tenderness on 
pressure of them, if they are producing much pain. Their prop- 
er treatment would, of course, consist in removing the cause of 
the disease. 

Abdominal pain coming on near full term of pregnancy must 
be lookt upon with alarm, for instead of it being a simple cramp 
it may be the first symptom of puerperal convulsions, 

Pain in the abdomen is also one of the early signs of tuber- 
culosis of the lower spinal vertebra. 


To repeat, I would emphasize the fact that a severe abdomi- 
nal pain, in a great majority of instances, is a very serious mat- 
ter, the exact nature of which can usually be gotten at by a 
thoro and careful study of each case, and that such time and 
study are well spent, and he who neglects it fails to do his whole 
duty to his patient and the community in which he practices. 


AN OPERATION FOR CANCER OF THE RECTUM WHICH 
DID NOT CURE. 


BY C. E. CASE, M. D., TACOMA, WASH. 


Mr, H. S. Fogg, aged 49 years, a resident of Vaughn, Wash., 
came to me for operation for rectal carcinoma. Two years pre- 
viously he consulted a physician, who diagnosed his condition 
as “bleeding piles’ and prescribed a pile ointment. Highteen 
months subsequent thereto he went to Skagway, Alaska, to ob- 
tain employment at his trade, which was carpentering. His rec- 
tal pain and discharges becoming more frequent, he consulted a 
physician of that city, who pronounced his condition rectal car- 
cinoma, and advised operation. I had the patient enter St. Jo- 
seph’s Hospital, where I operated upon him, with the assistagce 
of some members of the hospital staff, in the presence of the 
other members thereof. 

First, an “artificial anus” in the left inguinal region (sigmoid- 
ostomy) was performed. A few weeks after this preliminary 
operation the patient was again placed upon the operating table 
and the carcinomatous rectum, including the sphincters, was 
removed and the sigmoid-colon brought down and stitcht to the 
margins of the skin incision at a distance of about one and a 
half inches posterior to the original site of the normal anus, ‘The 
patient rallied well from the shock of the operation, and was 
discharged from the hospital a few weeks thereafter. 

About eleven months after the removal of his cancer a nodu- 
lar, cancerous mass presented itself in the scar tissue of the 
operation wound. I sent the patient again to the hospital and 
eut this away with scissors. 

A few weeks after this a large mass of cancerous tissues ap- 
peared, to which I applied the Paquelin cautery. The patient 
was in no way benefited by this operation. He steadily grew 
worse. Before his death it required several grains of morphine 
per day to relieve his suffering. 

The operation was performed by the Kraske method. 

One other operation was also performed by Kraske’s meth- 
od. Two ‘vere done by the so-called Rydigier method. One of 
the latter died from shock with in a few hours of the operation. 
All were preceded by a sigmoidostomy. One survived the opera- 
tion eight months; one ten months; and the one the mention of 
which is made in this article lived fourteeen montns and two 
weeks. All had been treated by physicians for many months be- 
fore coming to me for operation. 

I offer this paper as a plea in favor of an earlier resort to 
operation in cancer cases. As the surgeon always refers medical 
eases to the physician for treatment immediately on being con- 
sulted, so I think it in the best interest of the patient that ma- 
lignant cases be referred to the surgeon as soon as a diagnosis 
is made. I think the lives of two at least of the four patients 
whom I have operated upon for rectal carcinoma could have 
feen saved had the patients been referred to me, or some other 
surgeon, at an earlier period of their disease. As to whether 
it would not be wiser to content one’s self with the performance 
of a sigmoidostomy in far advanced cases of rectal cancer, I 
leave to the determination of wiser and more experienced sur- 
geons than myself. 


Dr. James J. MeKane of Tacoma, Wash., in International 
Journal of Surgery says: I have been using a method for find- 
ing the joint in amputation of the fingers and toes which is very 
simple, viz.: Take a pair of strong straight scissors and cut 
transversely across the prominence of the joint on the dorsal 
surface, cutting all the tissues to the bone. Then turn the scis- 
sors to an angle of 45 degrees and cut again, still keeping both 
blades of the scissors in the wound and moving the tissues with 
them. By this method one blade is sure to enter the joint, when 
the amputation can be finisht with the scissors, which are far 
superior to the knife. The rule laid down in the books for find- 
ing the joint only tends to puzzle the average man, and while a 
surgeon of much experience can easily strike the joint, it must 
be remembered that every physician is called upon to amputate 
fingers and toes, and it is very embarrassing for a country doc- 
tor, when he is being assisted by the laity, to be vainly hunting 
for a joint. 
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SOME CASES SEEN AT THE CLINIC OF PROFESSOR 
A. MARTIN, M. D., LL. D.,, AT GREIFS- 
WALD, GERIIANY. 


BY O. BEVERLY CAMPBELL, A. M., M. D., ST. JOSEPH, MO. 
Professor of Abdominal Surgery Central Medical College, President of The Tri- 
State Medical Society of Iowa, Illinois and Missouri, First Vice-Pres- 
ident of The Western Surgical and Gynecology Society. 


Case I. —Myoma of uterus in a woman 30 years of age. ‘There 
was a history of repeated hemorrhages and pressure-pain. She 
was placed in the lithotomy position, each lower limb being held 
by an assistant. A sterile towel was placed beneath the but- 
tocks, one over the pubes and one wrapt around each foot and 
lower limb to the knee. A posterior vaginal retractor was then 
introduced, and a pair of tenaculum forceps fastened into the 
cervix uteri. A sound was next past into the uterus, the depth 
ascertained and noted. The uterus was now curetted, irrigated 
with sterile water and a few drops of the perchloride of iron 
applied to the endometrium by means of the ‘intrauterine 
syringe, for checking oozing. Orthmann’s forceps were now ap- 
plied and traction made upon the uterus, which was thus well 
drawn down to the vulva, Anterior colpotomy (or vaginal celiot- 
omy) was now performed in the following manner: A pair ot 
tenaculum forceps (Hakenzauge noch A. Martin) were fastened 
into the anterior vaginal wall, in the median line, about three 
inches from the external os. This forceps was held by an as- 
sistant, in the region of the pubes, making the anterior vaginal 
wall taut. An eliptical incision was now made extending from 
the upper pair of forceps to within three-fourths of an inch of 
the external os. This flap of vaginal mucous membrane was 
then dissected away, and by means of scissors and the index fin- 
ger the cellular tissue was snipt and pusht off from the cervix 
until the vesico-uterine fold of peritoneum was reacht. This was 
incised and the peritoneal cavity thus opened. The fundus uteri 
was now delivered throu the wound by means of tenaculum for- 
ceps, a pair in each hand of the operator being successively used 
until the fundus was delivered. An incision was now made 
throu the fundus, and the interior of the uterus examined and 
euretted; the wound closed with catgut stitches, tne continued 
suture being used. A small myoma was now enucleated from 
the posterior wall of the uterus. The wound was closed by a 
continued catgut suture. he uterus was replaced after an ex- 
amination of the ovaries, and vaginal fixation made. ‘Che peri- 
toneum was caught up with tissue forceps, drawn down ante- 
riorly and held fast. A suture of catgut was now past throu the 
vagina at the upper angle of the wound, then throu the perito- 
neum, then throu the uterus, peritoneum again and vagina and 
tied. Successive interrupted sutures of catgut were placed throu 
the vagina and uterus until the wound was closed. 

A simple tampon of iodoform gauze was finally placed in the 
vagina, completing the operation. The patient made an excellent 
recovery, she at no time had any fever, and was allowed to set 
up the twelfth day. 

Case II.—Hulda Ring, 47 years of age, unmarried: had been 
complaining of pain in back for about ten months. For three or 
four months past has complained of pressure upon bladder, fre- 
quent desire to urinate. Her menstrual periods had been regu- 
lar. Examination revealed a large interstitial myoma of the 
uterus. Panhysterectomy was performed. Professor Martin’s 
method is as follows: The patient is placed in the Trendelenberg 
position. An incision probably six inches in length is made in 
the median line. A hand is now introduced into the abdomen 
and the tumor examined, by means of the hand in the abdomen 
and a pair of volsellum forceps throu the wound. ‘The broad lig- 
ament is next ligated upon the left side and clampt with forceps 
close to the uterus. The broad ligament upon me right side is 
ligated and clampt in the same manner. The ligaments are now 
severed: between the ligatures and clamps and the uterus is 
drawn further out of the wound and upon the pubes. The 
posterior vaginal roof is now opened and the peritoneum sutured 
to the vagina. The cervix is next seized at the external os with 
volsella and drawn upwards. The sutures are applied all the 
way around the vagina, so that the peritonuem and roof are 
uuted. With curved scissors and finger the bladder, from be- 
low, is dissected from the uterus when the latter is now free. and 
{s delivered throu the wound. The peritoneum and vaginal roof 
is now closed and the broad ligament stumps closed in with con- 
tinued suture. The ligatures used are catgut. The abdominal 
wound is closed by passing four throu-and-throu sutures of silk. 
‘These sutures are past far back throu skin, muscle and perito- 


neum. ‘These sutures are clampt upon each side, and the perito- 
neum closed with continued suture of catgut. This suture in- 
cludes peritoneum and fascia. The silk sutures are now tied, and 
a few superficial stitches taken. The wound is drest with iodo- 
form gauze and cotton. A roller bandage is applied. I visited 
this patient every day after the operation. There was no shock, 
no fever and the convalescence was uneventful. 

Case 1V.—Vaginal hysterectomy for chronic metritis and 
from procidentia for six months. She had been employed in a 
mill as an ordinary hand. She had lifted great sacks of wheat 
and rye. The cause of the prolapses was considered to be heavy 
lifting. Anterior colpotomy, amputation of the cervix and poste- 
rior colporrhaphy were performed. 

Case I1V.—Vaginal hysterectomy for chronic metritis and 
ovaritis. Prof. Martin’s technic is as follows: The patient is 
placed in the lithotomy position. A posterior vaginal retractor is 
introduced and a lateral retractor upon either side. The cervix 
is seized with volsella and drawn downward. An incision is 
made with knife posterior to the cervix and the dissection con- 
tinued until the Douglas pouch is opened. Catgnt sutures are 
now applied, suturing the peritoneum to the vaginal wound. 
When the broad ligament is reacht its lower portion (and the 
uterine artery) is ligated before that portion of the vagina is ex- 
cised. The dissection is now carried on anteriorly and sutured. 
Sutures are now applied to the left broad ligament, and it is 
aimed to pass as many as is possible throu the vagina, tying the 
suture on the vaginal mucous membrane, thereby fastening the 
lower portion of the broad ligaments to the vagina. The entire 
broad ligament of the left side is now ligated and severed, the 
uterus and the left ovary and tube being drawn further down. 
The right broad ligament is dealt with in like manner, and the 
uterus and adnexa removed. The stumps of the broad ligaments 
are now sutured to the vaginal roof, closing the roof completely. 

Case V.—Abdominal myomectomy. The patient was 45 years 
of age; had been having continuous hemorrhage. She was very 
anemic from loss of blood and had been treated in the “Frauen 
Klinik” for several weeks. As her condition could not be im- 
proved, the operation was decided upon. She was placed in the 
Trendelenburg position. The incision in the abdomen was prob- 
ably five inches in length. There was a small cystoma of the 
right ovary, which was removed. There were four myomatous 
nodules. An incision was made with a knife over each, and they 
were enucleated with volsellum forceps, and the wound in the 
uterus closed with continued catgut suture. The operation re- 
quired about 35 minutes of time for its completion. Professor 
Martin originated this operation, and where it is applicable it is 
certainly the very best and nmiost conservative manner of deal- 
ing with uterine myoma. There is no danger whatever from 
secondary hemorrhage, as it is possible to suture these wounds 
in the uterus perfectly. Professor Martin used catgut sutures; 
indeed, 1 have not as yet seer him use any other suture material 
in the abdomen or in the vagina. 

Professor Martin operates at the Frauen Klinik from 10 to 
12 each day except Sunday, and operates upon from three to 
six patients erch day. This hospital has two very excellent ope- 
rating rooms, well lighted and large. Rigid asepsis is practist 
by Professor Martin and his assistants; indeed, I have now wit- 
nessed a half hundred capital operations and no variation in 
technic could be observed. 


CASES OF CARCINOMA UTERI IN ADVANCED PREGNANCY.* 


BY HENRY J. KREUTZMANN, M. D., SAN FRANCISCO, CAL. 


Physician to the German Hospital, Professor in the Post-Graduate Department 
of the University of California. 


It has already been demonstrated that carcinoma uteri is sus- 
ceptible of cure if eariy scen and immediately treated by extir- 
pation. The term cure is uot used to signify that the patient 
merely recovers from the operation and has a period of good 
health with ultimate r@turn of the disease; but that by early 
hysterectomy a result may be obtained such that there will be 
no recurrence of the malignant trouble. This has been so well 
demonstrated that it is useless to further discus the question: 
Is cancer of the uterus curable? 

Nevertheless I must admit that it is my opinion that nearly all 
eases do recur, sooner or later, for unfortunately In most in- 
stances the disense has progrest so far by the time the patient 
has reacht the hands of the surgeon that operation is hopeless 


*Reported to the San Francisco County Medical Society. 
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except to add a few more weeks or months to the patient’s life. 

It having Leen dete: ined ihen that (1) cancer of the uterus 
ean be cured in certain suitable cases, and that (2) a large pro- 
portion of patients Lave already past beyond the line of possible 
care when first seen by the physician, the question to be settled 
iu each individual case is: [las this disease advanced too far 
to derive any benenit trom Lysterectomy? And this question is of 
double import when there is a pregnancy complicating the car- 
cinoma uteri. 

This condition, I think, is rare for the reason that cancer of 
the uterus usually cccurs at a time when the activity of that 
organ is not great and conception, therefore. not liable to occur. 
The complication is always to be considered as a most deplorable 
one and one demanding the most careful consideration on the 
part of the gynecologisc as to the course of procedure. 

The following operation may ve of interest as bearing upon | 
the question involved: The patient was about 35 years old. [ 
was called in consultation by the attendant physician as soon as 
the latter had examined the woman and discovered the true 
state of affairs. She was then in the fifth or sixth month of 
pregnancy; the cervix was very large and hard, but on account 
of the large size of the uterus it could not be decided whether 
there was infiltration in the pelvis or not. I considered the dis- 
ease so far advanced that there could be absolutely no hope for 
the mother, and so advised that nothing be done, with the hope 
that the life of the child would be saved at least. 

The attendant physician differed from this, and urged an ope- 
ration, holding that there was a possibility that the life of the 
mother might be prolonged for some time if the uterus were at 
once removed; whereas, it certainly could not be prolonged if 
conception were allowed to progress to term. Operation was, 
therefore, decided upon. 

The abdomen was opened, and the adnexa found to be very 
much affected by the disease, as is often the case; which consti- 
tutes one of the objections to operation in such a condition, ‘The 
operation was a long and a bloody one, owing to the very greatly 
enlarged vessels which had to be tied off. The patient did not 
rally from the operation, and died on the following day. 

I am of the opinion that the operation was a huge mistake 
and that it would have been much better to try to save the life 
of the viable fetus than make the attempt to save the life of the 
mother, which ,in my judgment, was in any event doomed, In 
a second case, the woman was younger, pregnancy advanced to 
five or six months when the condition was diagnosed. Here we 
decided to await developments and allow the pregnancy to 
progress, hoping it would go on to term and thus save the life 
of the child. At about the eighth month, however, the mother 
developt eclampsic symptoms, had numerous convulsions and be- 
came unconscious. She was unconscious when I reacht her. She 
was at once removed to the City and County Hospital, and 
craniotomy was done upon the dead fetus. She was very low 
at the time of operation, and did mot become conscious before 
death, which occurred on the sixth day after the operation, in 
spite of all efforts. The pelvis was found to be pretty thoroly 
infiltrated with cancerous material. It is probable in this case 
also that the disease was so far advanced that no cure could 
have been effected by removal of the pregnant uterus at the 
time of discovery of the existence of carcinoma. 


THE SURGICAL COMPLICATIONS OF PNEUMONIA.* 


LEONARD FREEMAN, M. D., DENVER, COLD. 


Professor of Surgery,Gross Medical College, Surgeon to the Arapaho County 
Hospital and to St. Anthony’s Hospital. 


The principal surgical complications of pneumonia are: Ab- 
scess and gangrene of the lung, empyema of pleura and of peri- 
cardium, suppurative arthritis and peritonitis, abscesses in va- 
rious situations and general septicemia. None of these affec- 
tions are common, and some of them are extremely rare. They 
may occur from the presence of the pneumococcus without pneu- 
monia. 

PNEUMOCOCCUS ARTHRITIS. 


This disease has been observed a few times in connection 
with various joints, among which are the shoulder, hip and knee. 
Vogelivs has collected eleven cases. Pus from the inflamed 


*Read before the Colorado State Medical Society, June, 1809, | 
as part of a syposium on pneumonia. 


joint usually contains a pure culture of Fraenkel’s bacillus. The 
bones and cartilages are not involved, and usually but one joint. 
is invaded. The affection may develop during an attack of 
pneumonia or subsequent to it. The treatment is that which ap- 
plies to any suppurating joint: arthrotomy, irrigation, drainage, 
etc. The prognosis is favorable. 


ABSCESSES. 


Abscesses are occasionally encountered. For instance, 
Schnitzler (Centralblatt fuer Chirurgie, No. 12, 1894) reports one 
situated in the upper arm of a child. The pneumococci were ot 
full virulence, which is a point of some interest, owing to the 
frequent assertion that suppuration occurs in the presence of 
weakened cultures only. 


PERITONITIS AND SEPTICEMIA. 


Peritonitis and general septicemia are very rarely due to the 
capsular coccus. Bacciochi has reported a case of septicemia 
(Sperimentale, No. 16, 1893). 


EMPYEMATA, 


Empyema of the pleura and of the pericardium is not ex- 
tremely uncommon. When due to the penumococcus, the prog- 
nosis is better than when caused by other micro-organisms, Lt 
is even claimed that at times, especially in children, one or more 
aspirations will be sufticient to effect a cure. This, however, 
can not be depended upon, and almost always the same treat- 
ment must be employed in a pneumococcic empyema as is indi- 
cated in other forms of the disease. This consists briefly in early 
incision, preferably with resection of a rib, and free and pro- 
longed drainage. Irrigations are no longer used. In addition to 
prompt evacuation of pus, everything possible should be done to 
promote re-expansion of the comprest lung. A heavy, snug ab- 
sorptive dressing acts as a valve, producing a certain amount,of 
negative pressure within the pleura, and is perhaps preferable 
to various forms of apparatus designed for the same purpose. 
Increast intra-bronchial pressure may be obtained by certain re- 
spiratory exercises, or by the inhalation of comprest air, 


ABSCESS OF LUNG. 


The surgical complication of: pneumonia which at present 
claims attention most prominently is abscess of the lung, witb 
or without gangrene. It is only with-the recent advances of 
pulmonary surgery that we are beginning to learn how best to 
manage these perplexing cases. As in many other affections, 
early operation has come to be recognized as of the utmost im- 
portance. This, of course, presupposes accurate diagnosis, which. 
may be very difficult. 

A stumbling-block in the way of pneumotomy has always 
been the dange; of collapse of the patient on opening the pleura, 
due to sudden pneumothorax, with retraction of the lung. This 
does not invariably take place, altho the fear of its occurrence 
is ever present. Fortunately, with the vast majority of abscess- 
es, sufficiently extensive adhesions of the visceral to the parie- 
tal pleura are found, but it is very troublesome to determine their 
presence beforehand. Of course, if the outer layer of the pleura 
be found thick and opaque, adhesions in all likelihood exist. 
Quite recently Ssapeshko (Centralblatt fuer Chirurgie, No. 15, 
1899) has suggested that the absence of adhesions over the site 
of an abscess can be easily demonstrated by inserting a blunt 
aspirating-needle, with a lateral opening, into the pleural cavity 
throu an incision in the skin. The needle is connected with a V- 
shaped glass tube containing sterile salt solution. If there are 
no adhesions, the fluid will rise in the arm next the needle. In 
this case the operator should inject throu the needle, first, co- 
caine, to control pain, and then a few drops of a 1 to 2 per cent 
solution of formalin. Adhesions are said to form in from five 
to seven days. It is not certain, however, that this procedure 
is reliable. 


It was long ago appreciated that in order to enable the 
surgeon to explore the lung and operate upon it with success and 
safety means must be devised to prevent the occurrence of sud- 
den pneumothorax. Accordingly, many devices were suggested, 
among which may be mentioned: 

First, the formation of adhesions: (a) by applying irritants. 
to the chest wall, to the exposed parietal pleura or to the intra- 
pleural surfaces; (b) by acupuncture, or by means of retained 
hooks or needles. 

Second, sewing together the surfaces of the pleura, either be- 
fore or after incision. 

Third, opening the pleura, quickly seizing the retreating lung 
with appropriate forceps, dragging it as a plug into the incision 


' and fastening it there with sutures. 
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There are objections to all these procedures: irritants are not 
always effective, sutures easily tear out and seizure of the lung 
is too uncertain. 

Within a short time, throu the investigations of Tuftier, Doy- 
en, Quenu and Longuet, it has been found that collapse of the 
lung can be prevented during thoracotomy by artificially increast 
intra-bronchial pressure. ‘The apparatus originally designed for 
this purpose has been perfected by George E. Fell, of Buffalo, 
N..Y. It consists essentially of an intubation-tube attacht to a 
pair of bellows. A pressure equivalent to about 6 mm. of mer- 
cury is required. The method seems safe and practicable, and 
bids fair to give great impetus to pulmonary surgery.* With 
the lungs artificially distended, the surgeon may explore and 
operate without fear or hindrance. 

When the pleura has been protected against the entrance of 
air and pus, abscesses may be opened with a knife, a blunt in- 
strument or with the thermocautery. Bleeding is generally read- 
ily controlled by packing. Irrigation should not be employed for 
fear of inundating the bronchi. If a number of small abscesses 
exist, as is sometimes the case, their dividing walls should be 
broken down. 

A few statistics in relation to abscess of the lungs may be of 
interest. 

Fabrikant (Centralblatt fuer Chirurgie, No. 49, 1895) has col- 
lected 36 pneumotomies, with seven deaths (19.4 per cent); 'ler- 
rier 49 cases, of which 23.8 per cent died; Reclus 23 cases, with 
20 recoveries; Quincke 54 cases, of which 37 per cent were cured, 
20 per cent improved, 6 per cent unimproved, and 37 per cent 
died. 

When gangrene exists, the mortality is greater—about 50 per 
cent. ‘The mortality of chronic abscesses is perhaps 40 per cent, 
and, in addition, fistulae are apt to persist in the cases which 
survive, owing to rigidity of the abscess walls. 

*See an interesting article by Rudolph Matas, Annals of Sur- 
gery, April, 1899, p. 409. 


The “Lane Lectures” at Cooper Medical College, San Fran- 
cisco, are becoming more and more popular. ‘THe course this 
summer was delivered by Nicholas Senn, Professor of Surgery 
in Rush Medical College; Chicago. They are described as of 
unusual interest—notably those on “Gunshot Wounds” and 
“Principles of Asepticism,” in the latter of which the subject 
of asepsis was thoroly gone over with an earnest plea for sim- 


plicity in technic and the surroundings of the operating room; |- 


and a pleasing tribute to the trained nurse. The attendance was 
representative and satisfactory. The next course will be deliv- 
ered by the eminent physiologist, Michael Foster, of London. 


A gunshot wound of the abdomen with twelve intestinal per- 
forations, with recovery, is reported to Medical Sentinel by Dr. 
W. Fisher Cole of Pendleton, Ore. Patient, a man, was shot 
with 88 caliber pistol; the wound of entrance was located rwo 
inches below and three inches to right of umbilicus. The point 
at which the bullet was removed was one-half inch above and 
six inches to left of umbilicus. The abdomen was opened in the 
median line with escape of considerable blood and fecal matter. 
On bringing up a loop of intestine, a perforated portion was 
found, cleansed, sutured and returned. This method was fol- 
lowec until twelve perforations had been closed. In two places 
the bullet had past along the length of the intestine, tearing 
ragged holes an inch in length, severing the mesenteric artery, 
from which blood spurted at every impulse of the heart. The 
bluvding points in the mesentery were tied with silk and the 
‘ perforations closed by silk suture. The Murphy button was not 
used, owing to the fact that it would have necessitated an ex- 
tensive resection; and also the doctor’s previous successful ex- 
perience with a gunshot wound of the abdomen with four per- 
forations led him to hope for a more favorable result in the use 
of the Lembert suture. Twice during the operation work had to 
be suspended on account of the embarrast respiration, it being 
necessary to carry the anesthetic to an extreme degree to quiet 
the spasmodic condition present, and to control the escape of in- 


testines from the wound. The openings being closed, bleeding | 


surfaces ligated, the peritoneal cavity was cleansed first by 
means of sterilized gauze pads, then flusht with hot saline solu- 
tion and again carefully sponged, until the pads returned prac- 
tically dry and unstained. The abdominal wound was then clos- 
ed by means of silkworm gut sutures. The patient was removed 
from the table with a pulse of 160 and evidence of considerable 
shock. Artificial heat was applied and in two hours he had ral- 


lied sufficiently to ask concerning the operation. No food or 
drink was allowed for 12 hours; at the expiration of this time 
the patient was allowed small amounts of trophonine and ive 
water, with a few drops of essence of peppermint. The food 
for the first 15 days consisted of trophonine and malted inilk. 
Action from the bowels occurred on the afternoon of the fourth 
day after the operation. The highest temperature was 100%, om 
the morning of the second day. Wound healed by first intention. 


A case of rupture of the tendon of the quadriceps extensor 
is reported to Medical Sentinel by Dr. A. C. Panton of Port- 
land, Ore. Patient was a man of 35, good health, who was 
thrown from street car and sustained downward dislocation or 
patella with attending rupture of quadriceps tendon, Next day 
Dr. Panton made a transverse incision just above the patella, 
opening the knee joint, which was found to be moderately dis- 
tended with bloody fluid and shreds of tendon. The tendon had 
been torn from the patella, the upper half of the anterior sur- 
face of which was denuded of its fibrous and periosteal cover- 
ing. The torn end of the tendon presented long shreds, some of 
which were entirely separated. After irrigating the joint with 
normal saline solution and trimming off the ragged, shreddy end 
of the ruptured tendon, the doctor past a kangaroo tendon suture 
transversely in and out like a purse string, from left to right, 
through the proximal end of the tendon; then in and out across 
through the tendionous expansion which still covered the lower 
halt of the anterior surface of the patella from right to left to 
the point of beginning. This suture when tightened approxi- 
mated the parts well; but to insure against failure in the event 
of its tearing out from muscular contraction, he put in two more 
vertical sutures through the tendon above and the fibrous tissue 
over the patella below. The paris were thus held firmly in place. 
The limb was drest antiseptically and put up in a plaster of paris 
splint from the toes to the groin. The doctor thinks that if the 
patella had not been stript of its fibrous coverings he would 
have drilled holes throu its upper edge and past ‘the sutures 
throu them. In two weeks the sutures were removed throu 
a fenestra in the splint, and the limb was kept in the splint for 
two weeks longer, when the tendon was found firmly united, the 
parts having healed by primary union. After this the patient 
was allowed up on crutches, at first wearing a light posterior 
splint; and gradually regained the use of the limp. He now does 
his ordinary work, which is sometimes heavy, and walks with- 
out a limp. He says he can hardly tell that the limb has been 
injured. 


' 


In'the July, 1899, number of Obstetrics, Dr. Arthur DeVoe re- 
ports a symphysiotomy on a patient of 22, with contracted pelvis. 
After cleaning the pubes. vulva and vagina, surgically, he made 
with a scalpel a vertical incision upon the superior crest, cen- 
trally over the pubes. Then the left forefinger was insinuated 
through the tendon, behind the symphysis, palmar surface to 
the bone, guiding and assisting a probe pointed bistory in section 
of the articular ligaments, the cut being made from above and 
behind, downward and outward. Separation of nearly two inch- 
es at once occurred, and the head began its descent. The forceps 
were then applied to hasten delivery. A boy baby, weighing 
111%4 pounds. was thus brought into the world, who cried lustily 
as soon as the two coils of funis could be unwound from his 
neck. The child measured 22% inches in length, biparietal 4 
inches, occipito-frontal 514 inches, occipito-mental 614 inches. 
The incised flesh wound was closed by a moderately deep con- 
tinuous suture of silk, after which it was liberally dusted with 
campho-phenique and covered with absorbent cotton, held in 
place by a pad and adhesive strips. An adhesive strip two inches 
wide was past firmly twice around the hips. The patient was 
placed in bed, on an ordinary woven wire mattress. the hips sup- 
ported laterally by two thick cushions. The bladder was emp- 
tied by catheter five or six times. Two days after the delivery 
she was suspended in a sling from a strong screw hook through 
the ceiling. The sling was moved up and down easily by the 
nid of a two wheel pulley at the top and a one wheel block, 
about four feet lower down. properly fitted with half inch rope. 
| Several discharges of dark blood from the wound occurred dur- 
ing the first week. On the eighth day the sutures were removed 
and the parts were found well united, and no further emissions 
of blood occurred. The wound remained aseptic and was the 
seat of no discomfort whatever during the nearly three weeks of 
the patient’s suspension in the sling. The doctor found that 
pillows of wheat bran, for the side support to the hips, were a 
cheap and satisfactory resource, as they could be burned when 
soiled and quickly replaced by new ones. 
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ST. LOUIS, AUGUST, 1899. 


EDITORIAL, 


Great discontent prevails among the members of the Cali- 
fornia State Medical Society, according to both the Pacific Medi- 
cal Journal and the Southern California Practitioner. Indeed, 
the fee..ng has grown to such prroportions that Dr. Winslow An- 
derson, of the Pacific Medical Journal, together with Drs. C. F. 
Buckley, W. F. McNutt, D. A. Hodghead, 8S. F. Long, J. A. Mill- 
er, Chas. Rosenthal, E. W. King, and E. Z. Hennessey, was ap- 
pointed to draft resolutions, to consider methods of organization, 
and report to the next meeting of the San I’rancisco Ciinical So- 
ciety—on the propriety of organizing a new state medical society, 


This indication of affairs is deplorable. While it is probably 
true that personal animosities have been too markt, that medical 
politicians have been able to control the society as they pleased, 
and that the attendance has not been as large nor as representa- 
tive of the state at large as it should have been—all because the 
“San Francisco delegation” (or a part of it) has heretofore had 
control—there is no reason why an attempt should be made to 
wreck the old society and establish a new one. The example of 
the split in the medical profession of the State of New York and 
the consequent fights between its two rival “state” societies— 
fights which have been anything but creditable to scientific, pro- 
gressive physicians—ought to be sufficient to deter the discon- 
tented ones from taking so false a step. While the present state 
of affairs may be intolerable to the protesting members, it cer- 
tainly can not be sufliciently bad to warrant secession from the 
parent body; the formation of another “state” society, however 
strong it might be in point of numbers and excellence of _pro- 
grams, can not but prove disastrous to the best interests of the 
medical profession of California, 


The remedy lies not in secession; not in division; not in strife. 
There is a better way. Let us say that every discontented mem- 
ber of the present society has ten friends upon whom he ean de- 
pend; lef us preswne the disgruntled ones number fifty. Now, 
if these fifty men will at once write to their friends, requesting 
attendance at the next meeting of the state society, repeating 
this request from time to time until each doctor written to is 
thoroly imprest with the necessity of attending and of working, 
there will gather next May a body of men which will effectually 
put a stop to the career of the medical politicians, however 
strong they may be. 


But, perbaps suggests some one interested in the formation 
of the new body, suppose these fifty men can not get their tive 
hundred friends together—what then? The answer is easy: if 
they can not get them to go to a meeting for the purpose of ef- 
fecting a radical change in a society in which they are more or 
less interested already they certainly can not call them together 
for the formation of a new society in which they have practically | 
no interest at all. The remedy, then, lies not in the building of 
a new society, but in rebuilding the old. It can be done—it 
must be done—or the good of the profession on the Pacific 
Slope. If you can not have harmony, brethren, be as nearly har- 
monious as you can; let peace characterize your sessions; but 
get members—get members—get members, and VOTE. The in- 
telligent, average doctor knows “where he is at” and can not 
be led by politicians, medical or other: and if a few hundred 


California State Medical Society will be saved; and no “clique” 
can control it. Concentrate your efforts, then, in having a great 
program, made up principally of papers by prominent country 
practitioners, the remaining ones by city specialists who can 
write upon topics of general interest; and on securing the at- 
tendance of hundreds of representative physicians from the 
sinailer cities, towns and villages. 'Fhese secured—and they 
readily can be by a little good, hard work on the part of those 
interested—there will be no need of the formation of another 
state (?) society. 


If this effort does not use up all the surplus energy of Bro. 
Anderson and his confreres, the suggestion of Dr. Walter Lind- 
ley, editor of the Southern California Practitioner, is worthy of 
consideration, viz.: the formation of a society not limited to the 
State of California, but embracing the whole of the Pacific Slope: 
California, Oregon, Washington, Idaho, Nevada and Arizona— 
even more, if desired. The success of the Mississippi Valley 
Medical Association would augur well for that of the Pacific 
Coast Medical Association, which ought to include in its mem- 
bership at least 1000 physicians—many of whom are well known 
throuout the medical world. Such a society is needed. ‘he 
great distance necessarily traveled to attend the American Medi- 
cal Association at most of its meetings is such as to practically 
prohibit attendance from the Pacific Coast of all save a few 
wealthy individuals. The formation of the Pacific Coast Medical 
Society would be of advantage to those who are compelled to 
absent themselves from the A. M. A.; and might pave the way 
to the permission to form a “Western Branch” of the national 
organization, with all its power for good. 


4 


In spite of the small number of graduates in medicine in the 
State of Nevada (there are but 53, all told, in a population of 
about 48,000) a state medical society has been organized. Good 
for Nevada! It is said that more than one-fourth of the doctors 
of the state belong to the state society. The same could be 
said of California, Gregon or Washington if the present mem- 
bers would make constant, united effort; they should learn a les- 
son from their sister state. : 


Nevada also has a new medical law—the act having been ap- 
proved March 15, 1899, “for the creation of a State Board of 
Medical Examiners, and to regulate the practice of medicine and 
surgery in the State of Nevada,” consisting of three from the 
“regular,” one from “homeopathic” and one from the “eclectic” 
school of medicine. While the law is not exactly what the doc- 
tors want, it is yet a very fair one, and if satisfactorily enforced 
in its present form may lead to a more stringent one, which will 
make the possession of a diploma obligatory on all applicants 
for examination before the Board. The first meeting, in accord- 
ance with this law, was held in Carson City on May 1, 1899, and 
the following physicians constituting the Board organized as fol- 
lows: P. T. Phillips, M. D. (regular), Reno, president; S. L. Lee, 
M. D. (eclectic), Carson City, secretary; Jas. Guinan, M. D. 
(regular) Carson City; George Fee, M. D. (regular), Reno; P. 
Wagner, M. D. (homeopath), Carson City. 


Medical Sentinel, of Portland, contains the grateful informa- 
tion that the monopoly of Canadian doctors in the practice of 
medicine in the Klondike has been broken. Conimissioner Ogil- 
vie, of the Yukon country, has appointed a local examining 
board, to be governed by the same regulations which obtain in 
other sections of the Dominion. Graduates of recognized medi- 
eal schools, who successfully pass the required examination, will 
be allowed to practice, irrespective of their nationality. This 
will save considerable time and expense, as those who desire to 
practice in the Northwest Territory formerly had to make 2 
long journey to Calgary or to Regina, near the Manitoba border, 
in order to obtain a legal permit. 


The Oregon State Medical Society held its twenty-sixth and 
most interesting annual meeting at Portland, June 13 and 14, un- 
der charge of Dr. C. H. Hall, of Salem, as president, and Dr. 
W. F. Amos, Portland, secretary. The attendance was better 
than ever before, and a large number of new members were ad- 
mitted. Dr. A. C. Bernays, of St. Louis, delivered the address in 
surgery: it was publisht in the July number of this journal. 
Next year, by persistent work on the part of present members, 


country doctors can be persuaded to attend the next meeting the 


the attendance ought to be more than doubled. A good program 
and banquet will do much. 
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SURGICAL NOTES. 


Pacific Medical Journal claims that Dr. A. C. Girard, Colonel 
U. S. A., now in charge of the Presidio Hospital in California, 
was the first American surgeon to adopt antiseptics in his opera- 
tive work. While abroad in 1876-1877 he was imprest with the 
experiments which Lord Lister had been then carrying on for 
some eight years, and in August, 1877, upon his return he laid 
the matter before the Surgeon General of the United States 
Army, in a report in which he stated “if it is not the only proper 
wound treatment, it is the safest one, and renders conservative 
surgery possible beyond what ‘had ever been believed.” The 
Journal adds that a practical experience of more than 20 years 
has not shaken’ Dr. Girard’s faith in the value of antiseptics. 


In a recent number of the Pacific Record of Medicine and 
Surgery, Dr. Dudley Tait of San Francisco reported a case of 
farey, of which the following constitutes the chief points of in- 
terest: The patient, a man of 50 years, was infected in March, 


CHARACTERISTIC ASPECT OF FARCY LESIONS. 


1891, while caring for some horses affected with a mild form of 
ehronic glanders. ‘The patient’s habit of scratching his chest 
was undoubtedly the means of inoculation. A small, painless 
purulent collection in the lower sternal region constituted the 
original lesion; no lymphangitis, no axillary adenitis, no disturb- 
ance in general health. This abscess opened spontaneously, and 


ILLUSTRATING THE EVOLUTION OF, FARCY NODULES. 
. Tumor, Fistulous Ulcer and Cicatrised Lesion. 


terminated in a rebellious but stationary ulcer. Three months 
later four smaller abscesses appeared in the immediate vicinity 
During the following six months a series of small tumors or nod- 
ules were noted at various points (right and left sub-clavicular, 
cervical and axillary regions). Several disappeared spontane- 


ously; others discharged pus, and gradually healed. A few ter- 
minated in poorly granulating ulcers. No pyrexia; occasional 
chilliness. At this period the patient complained of severe, fre- 
quently tetanic, pains in ithe upper and lower limbs and also in 
the large joints. Muscular pains particularly markt in the arms, 
Several nodules appeared shortly afterwards in the right triceps. 
Gradual emaciation. The plates show the condition July, 1893 
(two years after infection), when the patient was admitted to 
the French Hospital of San Francisco. The loss of weight up to 
this date was 55 pounds. No nasal or buccal lesions were found; 


ACUTE TUMORS IN BICEPS AND TRICEPS. 
Scars on Neck and Chest. 


no adenitis. Respiratory, renal and digestive functions were nor- 
mal, Apyrexia. General appearance cachectic; skin very pale, 
dry and rough. No cutaneous lesions besides those represented 
in the plates, the majority of which were secreting a thick, foul 
pus. No lymphangitis. Inoculations were made in the subcu- 
taneous tissue and also in the peritoneal cavity of the male gul- 
nea pig (Strauss) with pus from different ulcers and also. with 
blood aspirated from the acute swelling in the muscles of the 
arms. <A typical reaction ‘was obtained in all cases and pure 
cultures from two of these animals. Characteristic pure cul- 
tures were obtained on the potato with blood and pus from the 
muscular nodules of the arm. During the patient’s sojourn in 
the hospital (June, 1898, to October, 1894), the most interesting 
features were the occurrence of mild secondary axillary adenitis 
and the development of acute tumors in the biceps and triceps. 
Without apparent cause these tumors appeared within a few 
hours, disappearing frequently spontaneously inside of four or 
five days, suppurating in other cases and giving rise to a typical 
ulcer of farcy. A few were incised and found to contain blood 
in the early stages, pus laiter. The evolution of the tumors was 
not influenced in the least by incision and drainage. All meth- 
ods of treatment, local and general, proved valueless. The best 
results were obtained from the repeated and thoro use of the 
Paquelin and the application of lunar caustic. Death October 
10, 1894, from direct (?) acute pulmonary infection. No necrop- 
sy. 


At the meeting of the California Academy of Medicine, April 
25, 1899, Dr. Harry M. Sherman of San Francisco presented a 
case of fracture at the elbow joint in a boy who had fallen from 
the back of a horse, striking upon a flagstone with the right el- 
bow. The elbow was dislocated outward and the inner condyle 
was torn off and dragged down. Dr. Sherman had recently read 
an article by Roberts in which he described an operation upom 
these non-simple fractures of elbow which he thought was par- 
ticularly good in advising the opening of the joint, the reposition 
of the fragments and the nailing of them together, thus giving 
a restoration of the mechanical structure of the joint. The 
mother consenting, the doctor sent the boy to ‘the hospital and 
there opened the joint. The humerus was intact save for the 
fracture of the condyle. This he replaced, restoring the bone to 
its normal shape, sutured the fragments and closed the wound. 
There was subsequent infection from some sort of non-patho- 
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genic, spore producing bacillus, but this gave no trouble. As a 
result of this plan of treatment there is almost complete exten- 
sion and flexion to such a degree that he can touch the right ear 
with the right hand, and the range of motion is constantly in- 
creasing. ‘This operation is a particularly good one, if done un- 
der the proper aseptic precautions. We have absolutely no other 
way of knowing the exact condition of the joint in these frac- 
tures occurring in children except by opening the joint and in- 
specting. 


Dr. 8S. J. Hunkin, assistant in the Orthopedic Clinic at the 
Children’s Hospital, San Francisco, has been making some exten- 
sive experiments with Schleich’s mixtures: 

No. 1. By volume— 

Chloroform, 45. 
Petroleum ether, 15. 
Ether, 180, 

No. 2. By volume— 
Chloroform, 45. 
Petroleum ether, 15. 
Bther, 150. 

No. 3. By volume— 
Chloroform, 30. 
Petroleum ether, 15. 
Ether, 80. 

He concludes as follows: In so far as we used the Schleich 
mixtures at the hospital we had no bad results thut can be con- 
sidered as dependent upon the anesthetic. It apparently did 
mbout the same as ether, but with a lesser tendency to produce 
vomiting, excitement or mucus in the throat than ether admin- 
istered in the usual] manner. At the hospital, however, for some 
time previous to the trial of the Schleich we had been using 
ether dropt on a piece of gauze closely applied to the nose and 
mouth, and with this we had about the same experience as with 
the Shcleich mixture; that is, a lessened tendency to excite- 
ment, salivation or vomiting. In conclusion I would add that I 
believe that up to this time chloroform is the best, pleasantest, 
most easily administered anesthetic thait we have, and that when 
the professional mind is so constituted as to consider a remote 
danger to their patients as well as an acute one, I have no doubt 
that chloroform will also be held to be by far the safest anes- 
thetic as well. I also believe that ether is the next best anes- 
thetic and lastly that up to this date mixt anesthetics, like mixt 
drinks, are bad. 


A very interesting case of inherited syphilis, from the pecu- 
liarity of the inheritance, was reported to the Oalifornia Acad- 
emy of Medicine February 28, 1899, by Dr. D. W. Montgomery, 
Professor of Diseases of the Skin in the University of Califor- 
nia. The child, one year old, presenited typical evidences of in- 
herited syphilis, yet the mother is and has been perfectly well. 
She has been married for two years, ‘this being her first child. 
Her husband is perfectly well, as is also her mother, who lives 
with her and has handled the infant a great deal. The woman 
staites that when she was 15 years-old she took care of a woman 
who had some blood disease, which she had been warned against 
by a third woman who attended the sick one. She thinks she 
contracted the disease from this patient, for at that time she 
had bad sore throat and some sores, one of which left a suspi- 
cious scar on the chin. The doator did not explain how the 
mother fails to show other evidences of lues, nor how the hus- 
hand escaped if, as we are now itaught by some, untreated ter- 
tiary syphilis can often infect. 


Speaking of gastrectomy, Philadelphia Medical Journal says: 
The Pacitic Record of Medicine and Surgery has recently given 
in its editorial columns a brief account of a third successful 
ease of esophago-duodenostomy operated on by Dr. MacDon- 
ald of San Francisco. In its summary the Record has evidently 
overlookt ithe case of Richardson of Boston, which brings the 
number of successful cases up to four, the other operators being 
Schlatter of Zurich, Switzerland, and Brigham of San Francis- 
co. If the operation continues to increase in popularity, and the 
cases in which it is indicated increase in frequency in anything 
like the ratio that has held since Schlatter's first successful op- 
eration, its performance will soon fail to be noteworthy. We 
hope, however, that total gastrectomy will not be indiscrimin- 
ately undertaken; altho the results thus far publisht do not show 
as great an immediate mortality as would be expected from so 
extensive an operation, for the patients have survived for sev- 
eral weeks at least in four of nine cases. To these may be added 
seven other cases of operation so extensive as to be practically 


total gastrectomies, with recoveries in six; one patient surviving; 
ultimate outcome of these operations will be awaited with much 
interest. Results in general of operations for carcinoma of or- 
gans in the peritoneal cavity are not satisfactory enough to fur- 
‘nish much encouragement that there will be many permanent 
cures. The successes thus far recorded show, however, that the 
mortality from operation alone is not greater than the former 
mortality of pylorectomy and several other operations, and if a 
few permanent cures can be obtained and life be prolonged and 
suffering alleviated in other cases the operaition seems justitied 
for the relief of an affection otherwise certainly fatal. 


Occidental Medical Times contains a synopsis of three surgi- 
eal cases in the practice of Dr. J. B. Rosson, of Tulare, Cal., 
which, while not unique, illustrate the fact that sometimes sim- 
ple cases have been lost because of a want of boldness on the 
part of the physician and surgeon. Too often physicians hesitate 
to do that which is best for their patients lest they may be 
blamed for a possible unsuccessful result. Dr. Rosson’s course 
has been to state plainly that method which offers the best 
chances for the patient’s life, and if a refusal follows he insists 
upon consultation or the employment of another attendant. To 
allow a patient with a fractured and deprest skull to run the in- 
evitable risks without trephining or ‘to expose him to the possi- 
ble dangers of epilepsy or paralysis he believes highly improper. 
Of his cases the first was a very extensive and deprest fracture 
of the skull in a 10-year-old boy. The depression was elevated 
to the normal position and a triangular fragment of bone replac- 
ed. The wound healed kindly and the bone has never been a 
source of trouble. The second case was that of a boy 6 years of 
age, who was kickt by a pony, the anterior wall of the frontal 
sinus being extensively comminuted, the fracture extending to the 
superior border of the frontal bone. The comminuted fragments 
were removed and the frontal sinus, which was full of blood, 
was irrigated. This boy also made an excellent recovery, and in 
both eases it could be said that the shape of ‘the heads was quite 
as good as before the injury. The third case was that of a girl 
6 years of age, in whom a pneumonia terminated in an abscess 
that opened into the pleural cavity. Dr. Rosson made an inci- 
sion on each side of a rib at the lower portion of the cavity and 
establisht thoro drainage, with the result that the patient made 
a good recovery in about three months. 


In an interesting report on floating kidney which appears in 
Southern California Practitioner, the author, Dr. W. W. Hitch- 
cock of Los Angeles, concludes: Normally the kidney is more or 
less movable and what is ordinarily denominated “movable kid- 
ney” in contradistinction to that of “floating kidney” is congeni- 
tal, while tloating kidney is always acquired. No one now »e- 
lieves that a simple, movable kidney is a menace to its posses- 
sor’s health, and should either be removed or immediately fixt. 
No kidney should be fixt unless its mobility occasions a series 
of symptoms that interferes sufficiently with one’s ordinary oc- 
cupation or by its mechanical irritation of other organs leads to 
emaciation, neurasthenia or distressing, painful paroxysras. 
Nephrorrhaphy, where indicated, is conservative surgery in that 
it will prevent the necessity in many cases of subsequently doing 
a nephrectomy which may become necessary, first, by bending 
of the ureter and giving rise to hydronephrosis which may be- 
come converted into pyonephrosis; secondly, by dragging on the 
abdominal aorta and kinking the vena-cava a condition simulat- 
ing aneurism may be produced. Pain of a character referred to 
the region of distribution of the spinal nerves is often produced 
by a too movable kidney through disturbance of the abdominal 
plexus. A nerve exhaustion or neurasthenia may result by in- 
terference with digestion, assimilation and absorption. All cases 
of too movable kidney if accompanied by symptoms pointiug di- 
rectly to the kidney as the source should be operated upon. 
Neplirorrhaphy under strict aseptic precautions is a safe and usu- 
ally effective procedure. The correctness of these deductions 
have frequently been demonstrated by the disappearance of all 
the neurasthenic and dyspeptic symptoms after a restoration and 
retention of the kidney in its normal position. 


A report of resection of the rectum and bladder, colostomy, 
cure of artificial anus, recovery. was made at a meeting of the 
San Francisco @ounty Medical Society by Dr. Chas. G. Levison 
of San Francisco. The patient, a man of 65 years, married, and 
the father of several healthy children, gave a history of a fall 
about two and one-half years ago: he struck on his back and 
sustained also a Colles’ fracture of the right arm. He fell with 
the legs extended and the impact was upon the coccyx; the 
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b'adder was full at the time. After the fall he suffered from pain 
in the back for some three months and complained that the bow- 
els did not move so freely as had formerly been the case. Con- 
stipation was progressively worse; blood and mucus finally ap- 
peared in the stools. He consulted Dr. Levison for relief from 
the discomfort of the difficult evacuations; had lost no weight. 
Examination of the rectum disclosed a fungus growth quite oc- 
cluding the lumen of the rectum and extending two inches above 
the sphincter. ‘The finger could not be past through this growth, 
which was hard, painful and bled easily on handling. The diag- 
nosis was cancer of the rectum. On July 28, 1898, colostomy 
was performed in the left iliac region; the gut was sewed to the 
peritoneum over a spur formed by a glass rod pusht through the 
mesocolon. The gut was later opened by means of the actual 
eautery. The patient did well, temperature not rising aveve 100. 
Later for radical operation the gut and rectum were disintected 
by means of hydrogen peroxid through the fecal fistula; the 
pelvis was elevated by a sand pad under the abdomen. ‘The 
parasacral incision was made and the sacrum removed with the 
ehain saw. When the peritoneum was opened, the growth was 
found to involve the rectum for about two inches. About five 
inches of the rectum and sphincter, the prostate and a portion 
of the bladder wall were removed. The only complication dur- 
ing the recovery was the failure of the stitches in the bladder 
wall to hold. This had been expected, owing to the considerable 
amount of bladder wall which had been removed. It was later 
decided to close the artificial anus, which was quite perfect. 
The gut was thoroly disinfected both above and below the 
opening and the opening was then closed with clamps. Dissect- 
ing the gut from the peritoneal wall was found to be a matter 
of much difficulty, but was at last successfully performed. A 
portion of the gut was then resected and the ends brought to- 
gether by means of a Murphy button. Recovery was uninter- 
rupted. The growth was found to be an adenocarcinoma. 


In Occidental Medical Times, July, 1899, Dr. F. B. Eaton re- 
ports (Transactions of California Academy of Medicine) a rup- 
ture of the internal carotid artery into the cavernous sinus, with 
operation and recovery. A man, 26 years of age, had been 
struck in the side of the head by a man’s fist or a “jack.” The 
blow was not, however, severe enough to produce unconscious- 
ness, and the man went to his home. He was simply a trifle 
dazed. The next morning there was pain in the left side and 
shoulder, with later pain in the left eye and headache. Four or 
five days later he experienced a feeling as if something were be- 
hind the eye trying to push it outward, and a week later inter- 
nal strabismus was apparent. He could hear, constantly, a 
quite severe noise, seemingly in the head. After a while the 
strabismus past away, but later returned. At the time Dr. Eaton 
examined him, some four months after the injury, the left eye 
protruded quite noticeably outward and downward; there was 
percentible pulsation on touch and a loud bruit could be heard 
with the stethoscope. The conjunctiva was congested. The 
ophthalmascope showed the disc to be somewhat paler than the 
other one, with vessels distended. The vision was but a little 
lowered. The doctor diagnosed the case as a fracture of the base 
of the skull, passing through the cavernous sinous, with a rup- 
ture of the internal carotid artery into the cavernous sinus and 
advised operation. Ligation of the common carotid artery was 
accordingly done, with complete relief of all symptoms. 


Dr. Geo. C. Pardee of San Francisco contributes to the Pa- 
cific Record of Medicine and Surgery for June, 1899, the histery 
of a case-of melano-sarcoma of the conjunctiva. It was excised 
The pigmented patch was confined entirely to the conjunctiva. 
which was freely movable over the scleri. The tissues under- 
neath the discoloration were dissected clean from the sclera and 
the upper layers of the sclera itself were taken off. ‘Che wound 
lealed kindly and the patient disappeared for two months, when 
she returned with a renewal of the pigmented spot. 1t wus 
again removed, being found still confined to the conjunctiva an1 
net implicating the sclera. Four months later she returned, with 
the growth more than before. Enucleation was advised: and 
refused. Therefore recourse was had to the cautery, and the 
patch and the surrounding conjunctiva and the uppe- layers of 
the sclera were again thoroly removed. From this time on for a 
year frequent recourse was had to the cautery, and the tumor 
was frequently and apparently thoroly removed. Then another 
tumor appeared beneath the upper lid. Refusing further opera- 


tion, the disease rapidly spread and she died two years after its 
first appearance. 


GYNECOLOGICAL NOTES. 


That it is not always possible to recognize mammary cancer 
from the clinical picture is well shown by a report to the Cali- 
fornia Academy of Medicine by Dr. D. W. Montgomery, Profes- 
sor of Diseases of the Skin in the University of California. ‘The 
doctor said: “Some time ago I received a small specimen from 
Dr. E. K. Hopkins for an examination and opinion as to the ua- 
ture of the growth. I examined it carefully and found it to be 
a scirrhus carcinoma, and so reported to Dr. Hopkins. A few 
days later the doctor called, exprest surprise at my diagnosis 
and gave me the facts in the clinical history of the case. ‘The 
patient was a woman of about 47 or 48 years of age, with no 
family nor personal history. A short time before seen by Dr. 
Hopkins she had noticed a swelling of one breast, which progrest 
so rapidly that she soon consulted the doctor about it. The oth- 
er breast was at that time beginning to swell. The breast was 
evenly enlarged and firm, but no hard nodules could be felt, nor 
was there any adhesion either of the skin or of the tissues to 
the chest wall. In fact there was not a single sign of malignant 
disease, and the case was thought to be one of phlegmon. Op- 
eration was undertaken with that idea still in mind, but on in- 
cision, as no pus was found, a piece of the tissue was removed 
and sent to me for my opinion. Subsequently the breast was 
amputated and the glands in the axilla, which were greatly en- 
larged. cleaned out. The enlargement of breasts and lymphatics 
was the only symptom whatever.” 


Discussing the subject of vaginal hysterectomy at the Ala- 
meda County (Cal.) Medical Society, Dr. W. F. B. Wakefield of 
Oakland said he preferred this method to the suprapubic route 
wherever possible, but has not been able yet to decide whether 
to prefer the clamp or the ligature. The clamp operation, while 
enabling one to perform the work more quickly, and permitting 
one to reach distant tissues which it would be difficult or impos- 
sible to ligate, is, nevertheless, open to the following objections: 
(1) The pelvic and intestinal peritoneum is liable to become in- 
fected by the breaking down of the tissues which have been 
caught in the bite of the instrument. Especially will this hap- 
pen when the bruised stumps, releast from the weight of the 
clamp forceps, spring back into the peritoneal cavity. (2) The 
large open channel between the abdomen and the vagina invites 
contamination of the contents of the former. (8) We have al- 
ways the possibility of the clamp catching one of the ureters in 
its bite. (4) After the use of the clamp there is liability of intes- 
tinal adhesion to the margin of the wound caused by the clamp, 
producing fatal obstruction. This has happened so frequently 
as to make some clamp enthusiasts return to the use of the liga- 
ture. (5) The obstruction of the vagina by the presence of such 
bulky instruments makes the removal of the distant tubes and 
ovaries difficult, if not in some cases impossible. (6) There is a 
danger of the points of the clamps producing direct traumatic 
injury of the intestines. (7) The danger of fatal hemorrhage 
from the slipping off of the forceps is far greater than when liga- 
tures are used. (8) There is more or less wounding of the vaginal 
walls from the prolonged pressure of the clamps upon them. 
Against the use of the ligature may ever be urged the fact that 
they are likely to become infected, particularly in pus cases, and 
act as local foci for septic absorption. The future will have to 
decide which of the two methods is attended by the best results. 


Pacific Record of Medicine and ‘Surgery, February, 1899, con- 
tains a report of three cases of ectopic pregnancy by J. Henry 
Barbat of San Francisco—one being twins. All three recovered 
after early operation. The doctor thinks there are two diseases, 
which may produce pains resembling those of an ectopic gesta- 
tion, which is about to terminate: appendicitis and renal calculus 
impacted in the ureter, and in both of these the bimanual exam- 
ination will determine the diagnosis. If there be too much ten- 
derness to enable one to make a satisfactory examination, an 
anesthetic is certainly indicated. There is one symptom which 
is of some value and which is often present; the increast pulsa- 
tign of the uterine artery on the side affected. But, he concludes, 
there are undoubtedly many cases of ectopic pregnancy that do 
not furnish the classic symptoms laid down in the text books, 
and it behooves all practitioners of medicine to be on the look- 
out for this most dangerous and fatal condition in all cases 
where the menstrual function is prolonged much beyond the 
usual time and accompanied by unusual pains, the patient being 
otherwise in good health. It is not necessary that the patient 
should have mist a period, or even presented the usual signs of 
pregnancy to formulate a diagnosis. The pain, which accompa- 
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nies this condition, is peculiar and differs from the pain produced 
by almost all the diseases of the pelvic organs. It is sudden in 
its onset, paroxysmal in character and leaves the patient with 
an extremely tender lower abdomen and pelvis. If accompanied 
by a sanguineous discharge from the uterus one may be almost 
positive of the diagnosis. 


A peculiar accident happened in the post-operative history 
of a hysterectomy for fibroid, in the practice of Dr. Henry 
Kreutzmann, Gynecologist to the German Hospital of San IFran- 
cisco; recorded in Pacific Medical Journal of July, 1899. On the 
fifth day after operation, when the stitches in the skin were re- 
moved, there was noticed a union by first intention all through. 
Patient made an excellent recovery, only complaining about an 
unbearable thrist and dryness of tongue and mouth. On the 
eighth day after operation the upper part of the abdomen 
around the navel lookt peculiar. ‘The doctor removed the ad- 
hesive plaster strips which had been applied after the removal 
of the stitches and found that the upper third of the wound was 
entirely gaping clear to the peritoneal cavity, a loop of the in- 
testines appearing directly in the hole. The straps were put 
back, wound covered, and patient put under chloroform and 
taken to the operating table. The tield of operation was steriliz- 
ed with alcohol and an examination made. It was found that 
the lower part of the wound was healed but the upper third was 
entirely separated. The loop of the intestine was adherent to 
the right margin of the incision. The adhesion could be easily 
separated. While these manipulations were being done the lower 
part of the wound gave way also, very easily. A mere touch 
broke the whole wound open. No pus was found anywhere. 
Then the wound was united by through and through sutures, 
which were put in from inward to outward quite closely. Patient 
took the anesthetic and stood the manipulation very well. Heal- 
ing went on satisfactorily after the second suturing. Had the 
doctor allowed the first stitches to remain ten days instead of 
five it is doubtful if any trouble would have arisen. 


Dr. G. R. Krone of Oakland, Cal., says (Occidental Medical 
Times) that vaginal hysterectomy and other vaginal operations 
on subperitoneal parts of the female genitalia sustain the same 
relation to abdominal operations for the same purposes as the 
operation of intubation of the larynx sustains to laryyngotomy. 
Intubation does not always prove sufficient; laryngotomy is still 
necessary in some cases. But since we have had intubation a 
discriminating diagnosis has developt, and has created a sharp- 
ly defined field for intubation as well as for laryngotomy—so 
much so that rarely there remains a doubt which of the two is 
to be selected. This also holds true for vaginal hysterectomy 
and abdominal hysterectomy respectively. The vaginal route is 
nature’s own way to the endometrium, uterine tubes and ovaries 
and also her own way from the ovaries, uterine tubes and endo- 
metrium. The reason why abdominal operations developt before 
the vaginal is to be found in the circumstance that large tumors 
of the pelvis, which call more urgently for surgical relief than 
smaller tumefactions, because—by their size—abdominal in their 
erude topographical relations, and invited attack through the ab- 
dominal wall. Conservative surgery must concern itself with 
the maintenance of the integrity of all tissues, especially those 
that perform important physiological duties. When the pelvic 
floor is diseased, we have only a doubtful right to invade the ab- 
domen—i. e., incise its walls, disarrange its organs, tear its struc- 
tures, and after all leave the same wound in the pelvie floor, 
which we leave by accomplishing our object through the vagina. 
In the selection of the route Dr. Krone holds that the conven- 
ience of the surgeon cannot be taken into consideration. It is 
alone a matter of discriminating diagnosis; the abdominal route 
should only be chosen when the surgeon has satisfied himself, 
by convincing examination, that his purpose cannot be acecom- 
plished per vaginam. The indications for celiohysterectomy are: 
(1) The size and hardness of the tumor. (2) A movable peduncu- 
lated cystic growth, the walls of which cannot be reacht through 
an exploratory incision, anterior or posterior to the uterus. . (8) 
Contracted bony pelvis, or minimal virgin vagina. (4) Suspected 
malignant disease, or tuberculosis. The contraindications are 
alike for both methods. A general peritonitis should be carefully 
lookt for and preyented by expectancy and medicinal attention 
to the acute symptoms of progressive local inflammation. In 
septic cases—i. e., cases which present the probability of accumu- 
lation of pus anywhere in the pelvis, the surgeon should select 
the vaginal route, for the rupture of a pus sac in the vagina dur- 
Ing an operation is a matter of far less importance than is a 
similar discharge into the abdominal cavity during a celiotomy. 


Pacific Record of Medicine and Surgery (January 15, 1899) 
contains an interesting account of an operation for imperforate 
hymen, by Dr. B. MacManagle, Gynecologist to the Children’s 
Hospital, San Francisco. A woman, age 20, weight 125 pounds, 
was very anemic, but fairly well developt, giving a history of 
previous good health. Menstruation has always been absent. 
She has not suffered from pain, but for the past year has grad- 
ually been growing weaker. A vaginal examination revealed an 
imperforate hymen, and in the lower abdomen a mass could be 
outlined rising out of the pelvis above the pubes, and extending 
toward the left side. The percussion note was fiat over the 
mass, which was slightly tender to pressure. Operation was 
performed September 27, 1897. Careful antiseptic preparation 
was made of the operative field. An oval strip was excised from 
the hymen and the edges of the wound whipt over with a con- 
tinuous stitch of cumol catgut. The retained, thick, molasses- 
like, menstrual fluid was allowed to escape very slowly, aided 
by gentle pressure from above. The vagina was well doucht 
with sterile boric acid solution and packt tightly with iodoform 
gauze. The uterus was large and relaxt and the natural rugae 
of the vagina were almost obliterated owing to the distention of 
the retained fluid. Reaction after the first operation was good. 
After the first day, discharge from the vagina was slight. Vag- 
inal douches were given every three hours after the second day, 
when the gauze was removed from the vagina. Convalescence 
fwas uninterrupted. Examination fourteen days after operation 
showed involution of the uterus progressing and the edges of 
the hymen healed. Three months after the operation the pa- 
tient returned for re-examination. Vaginal walls were found 
still somewhat relaxt and the uterus slightly enlarged. She had 
past through two painless menstrual periods. 


At the meeting of the San Francisco Clinical Society June 21 
(proceedings publisht in Pacific Medical Journal, July, 1899), Dr. 
W. F. McNutt, Professor of the Principles and Practice of Medi- 
cine in the University of California, reported a case of cancer 
of the breast, of much interest because of five operations with- 
out a cure: The right breast was amputated July 6, 1889, for 
scirrhus, the patient then being 60 years old. In March, 186, 
the left breast was amputated for the same cause, and a nodule 
removed from the cicatrix in the right breast. One year later 
a nodule was removed from the cicatrix in the left breast, and 
ten days before the report another cancerous mass was taken 
from the cicatrix in the left breast, making in all five operations, 
The axillary glands were all removed at the time the breasts 
were amputated. The patient’s health is still good tho ten years 
have past since the first operation was performed. 


In a discussion on extra-uterine pregnancy Dr. J. F. MeCone 
of San Francisco recently stated that he has seen, within a few 
months, three cases of ectopic pregnancy, and in two of them 
the mistake had been made in diagnosticating the condition as 
“incomplete abortion.” He noticed that there was in each case 
an absence of the early signs of pregnancy. In no case was 
there discoloration of the vulva; in no case was there markt 
softening of the cervix uteri. In one case the woman had men- 
struated normally; in the other the woman escaped one period 
and then began to flow excessively. The other woman escaped 
one period and then began to flow slightly. He thinks there is 
very little question as to what is best to do when one diagnosti- 
eates the condition. It is best to operate, and from above. 
There is in many cases alarming hemorrhage, and it is a great 
advantage to have plenty of room to be able to locate and con- 
trol any bleeding, a thing which cannot be secured from below. 


Dr. J. Coplin Stinson of San Francisco has an interesting re- 
port of cases treated by vaginal section, in the current number 
of the Pacific Medical Journal. He claims as a result of his ve- 
cent experience that where it is possible we should avoid remov- 
ing the uterus or any portion of ovarian or tubal tissue which 
appears normal, even tho the portion of ovary or tube remaining 
be small. Resection and plastic operations should be practist 
when pregnancy is liable to occur, and delivery at term can be 
conducted with safety. The surgeon should endeavor to cure 
patients without depriving them of their menstrual function, as 
sometimes the symptoms that follow hysterectomy or double 
oophorectomy are more taxing than those which were present 
‘before the operation was performed. The favorable results from 
conservative work are so markt that he concludes: Conservative 
operations (or what would be better called scientific pelvic ab- 
dominal surgery), should, when possible, be always employed, 
as one can thus often cure without interfering with the physio- 
logical actions, relations and uses of the pelvic organs. 
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A GOOD OPENING. 
A good opening for a young man may be 
found by addressing Dr. J. C. Hale, of 
Valley Springs, Ark., enclosing stamp. 


A WORTHY PRESIDENT. 

Dr. J. C. LeGrand, editor of the Alabama 
Medical and Surgical Age, has been elect- 
ed president of the State Medical Associa- 
tion of Alabama. 


A ST. LOUISAN HONORED. 

One of the collaborators of the Weekly 
Medical Review, Dr. W. B. Dorsett, ias 
been elected president of the Missouri 
State Medical Association. 


A GREAT IMPROVEMENT. 


Every obstetrician should acquaint him- 
self with Dr. Kellogg’s method of securing 
the funis with a small rubber ring. It 
appears to possess many advantages over 
all other methods and is highly spoken 
of by those who employ it. Dr. A. D. 
Bogg’s, of Marquez, Tex., who has used his 
method a number of years, writes: “Please 
mail ‘me at once two boxes of Elastic 
Funis Rings. I am nearly out, and should 
scarcely know how to work now without 
my Applicator and Funis Rings. Every 
ease in which I use them enhances their 
value, in my opinion.” 


SANMETTO IN ENURESIS NOCTURNA. 


While visiting my nephew in Illinois last 
Christmas he told me his little girl, six 
years of age, had always “‘wet the bed” at 
night, and asked me, “What shall I do for 
it?” I procured three ounces of Sanmetto, 
all the druggist had at the time; the sec- 
ond night she missed, and has had but 
three nightly emissions in two weeks. He 
wrote me last week: “We consider her 
cured, but shall keep an original bottle on 
hand and use if necessary.” I have uni- 
formly good results from prescribing San- 
mnetto in kidney and bladder complaints. 

T. T. HUBBARD, M. D. 

Saginaw, Mich. 


“CHOLERA INFANTUM.” 

David Coleman, M. D.; Tottenville, S. L, 
reports the following case, September 17, 
1898: “On July 1 last, was called to attend 
a baby suffering from cholera infantum in 
advanced stage. I had little hope of saving 
the child; at once put it on teaspoonful 
doses of Glyco-Thymoline (Kress). It 
stopped the vomiting and corrected the 
bowels— rapid recovery resulted.” 


MEDICINAL WINES. 


' Among the most important medicinal 
wines on the market to-day is the St. Hu- 
bert Tonic Port. It is a natural ferrugin- 
ous wine, containing all the tonic proper- 
ties of port with the medicinal ingredients 
added to render it tonic. The testimonials 
of prominent physicians who have used it 
extensively assure us that the St. Hubert 
Tonic Port has undoubted medicinal vir- 
tues well worthy of a trial by every phy- 
sician in the land. In anemia, general de- 
bility, loss of appetite, indigestion and 
especially in cases of convalescents, the 
wine is best taken after meals, in wine- 
glassful doses. From our own experience 
we feel confident that it is one of the best 
tonics we have at the present time.—Pa- 
cific Medical Journal. 


SANMETTO IN PROSTATITIS, CYS- 
TITIS, CHRONIC GONORRHEA AND 
VESICAL IRRITATION. 


I take pleasure in saying that Sanmetto, 
in my hands, has proven its superiority to 
other remedies in prostatitis, cystitis, 
chronic gonorrhea and general vesical irri- 
tation. I prescribe it with confidence ey- 
ery time, and in cases not attributable to 
mechanical causes I feel.sure of relief ev- 
ery time. In gleet its action is marvelous, 
the worst cases yielding readily, and I 
shall continue its use. 

ORAN BE. DRULEY, M. D. 

Anderson, Ind. 


SUMMER COMPLAINTS OF INFANTS, 
CHILDREN AND ADULTS. 

The following prescription has been used 
for some time by a prominent Philadelphia 
physician, who states that he considers it 
almost a specific in summer complaints: 

Liquor bismuth, Glyco-Thymoline 
(Kress), of each two ounces. Mix. Dose: A 
teaspoonful as often as may be required. 

Glyco-Thymoline (Kress) may be com- 
bined with bismuth, tr. opii, camph. tr. 
opii., mistura creta, syr, rhei. arom., etc. 

Administered internally, Glyco-Thymo 
line (Kress) acts as a carminative, antisep- 
tie, alterative, stimulant, antacid, and 
meets many of the requirements of the 
physician during the summer months. 

Glyco-Thymoline (Kress), diluted one 
ounce to the quart of water, used as a 
sponge bath, stimulates the skin secretions. 

An enema of Glyco-Thymoline (Kress), 
one ounce to the pint, will be found most 
valuable. 


A POTENT ADJUNCT. 

In the treatment of vaginal engorge- 
ment from whatever cause, metritis, endo- 
metritis, ulceration, vaginitis and stubborn 
catarrhal conditions, a most potent ad- 
junct to specific internal measures is Mi- 
cajah’s Medicated Uterine Wafers. They 
are astringent, alterative, tonic and speed- 
ily restorative, and operate in perfect har- 
mony with other indicated measures. 


RENDER UNTO CESAR THE THINGS 
WHICH ARE CESAR’S. 

It gives me pleasure at all times to ren- 
der unto Cesar the things which are Ce- 
sar’s. Although I am opposed to giving 
certificates relative to proprietary medi- 
cines, in this case I overlook my objec- 
tions, as I consider Sanmetto one of the 
greatest vitalizers of the reproductive or- 
gans now in use. 

P. C. JONES, M. D. 

Kansas City, Mo. 


SIGHT-SEER’S HEADACHE. 

There are, no doubt, very many impor- 
tant uses for Antikamnia, of which physi- 
cians, as a rule, may be uninformed. A 
five-grain Antikamnia tablet prescribed for 
patients before starting on an outing, and 
this includes tourists, picknicers, bicyclers, 
and, in fact, anybody who is out in the 
sun and air all day, will entirely prevent 
that demoralizing headache which fre- 
quently mars the pleasure of such an ocea- 
sion. This applies equally to women on 
shopping tours, and especially to those 
who invariarbly come home cross and out 
of sorts, with a wretched “sight-seer’s 
headache.” The nervous headache and ir- 
ritable condition of the busy business man 
is prevented by the timely use of a_ ten- 
grain dose. Every bicycle rider, after a 


_fore and after its removal, 


hard run, should take two five-grain tab- 
lets on going to bed. In the morning he 
will awake minus the usual muscular 
pains, aches and soreness. As a cure and 
preventive of the pains peculiar to women 
at time of period, Antikamnia is unequall- 
ed and unaccompanied by habit or unpleas- 
ant after-effect. If the pain is over the 
lower border of the liver, or lower part of 
the stomach, or, in short, be it headache, 
sideache, backache or pain of any other de- 
scription caused by suppressed or irregu- 
lar menstruation, it will yield to two five- 
grain tablets. This dose may be repeated in 
an hour or two, if needed. 


HERNIA. 


Strangulated hernia in chnidren is of far 
more frequent occurrence than generally 
Supposed. There is an old-fashioned idea 
that a child under one year should not 
wear a truss—and this is the cause of nu- 
merous deaths. A pad should be fitted to 
every infantile rupture as soon as discov- 
ered. If this does not hold the gut back, 
a truss should be made as soon as it is 
found the hernia will not remain reduced. 
By a proper truss a large proportion of 
hernia will be perfectly cured by the third 
year. 

Most cures are found to follow the use 
of Seeley’s Hard Rubber Trusses. They 
hold the parts in their natural positions, 
assisting the natural development of tne 
child to outgrow the rupture. The manu- 
facturers, Chesterman & Streeter, Philadel- 
phia, are practical skilled truss fitters, and 
will send catalogue and life plates to 
those who write for them. 


A BEAUTIFUL SOUVENIR. 


The Journal acknowledges the receipt 
from Messrs. Arthur Peter & Co., the big 
Louisville drug house, of a beautiful souve- 
nir “medical case.” It is a pressed mo- 
rocco leather folder, with pockets for 
cards, or powders, and compartments for 
stamps. It is first-class, and “good to 
have in the house’—as are also their 
well-known and popular pharmacal prepa- 
rations: Syrup Roborans and Peter’s Pep- 
tic Essence Compound. 


SANMETTO IN ALL FORMS OF VESI- 
CAL DISEASE. 


I have found the preparation known as 
Sanmetto a most excellent remedy in all 
forms of vesical diseases that have come 
under my observation, especially the cysti- 
tis attendant on the presence of stone be- 
and also the 
vesical tenesmus from colds and urethral 
inflammation, both specific and non-spe- 
cific. JNO. R. PAPIN, M. D. 

St. Louis, Mo. 


CHRONIC LEUCORRHBEA. 


In a case of chronic leucorrhea, with en- 
gorgement and erosion of the cervix, 
which has been of three years’ standing, 
and in which the patient has endured 
many things of several physicians, Mica- 
jah’s Medicated Uterine Wafers were giv- 
en a trial, and, much to the surprise of all 
concerned, improvement began almost 
from the first. At the present time, after 
one month’s use of the wafers, the pa- 
tient considers herself cured, and is able 
to do all her housework, which, for two 
years, she has had neither the strength nor 
the courage to undertake. It will pay 
physicians to give this remedy a trial. 
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“THE PASSING OF PLASTER-PARIS.” 
SPLINTS ur-to-par 


UP-TO-DATE. 
DePUY’S Adjustable Fiber Splints. 4 


No more Malpractice Suits. 
No more Plaster-Paris. 
No more Whittling. 


No more ‘“‘Kicking’’ about not being able to afford a Set of Splints. 

The laity prefer a physician who usesa properly moulded splint. The lightest 4nd strongest splint made. 

Can be made to fit by heating them overa stove, or any other means at hand, hot water, etc. 

Sold in Sets, covering Infant, Children, and adult sizes, at two-thirds less than any other first-class splint 
made. Will last youa lifetime. Set No. 1, complete, 43 pieces; Set No. 3, 41 pieces. Special orders for 
jackets, etc., given prompt attention. 

Send for pamphlet of information, and be convinced of the superiority of the goods. 


GEO. L. WARREN & CO., Niles, Mich. 


SOLE AGENTS FOR THE UNITED STATES. 


The only Battery which Generates the Proper Current 
for Medical Treatment. 


CLEAN! DURABLE 
HIGHLY EFFICIENT 


FRASER 


Whatever make of instruments you use, insist upon the 
Axo Cells being furnished with them. 


The current given off by this cell is of remarkable value in electro-medica 
treatment. As a therapeutic agent, it possesses an efficiency altogether unique and 
peculiar to itself, and which is not attainable from any other known electrical 
source. Asa stationary Battery for office practice it has no equal in the world. 


Always ready for work without trouble or preparation. 


THE LECLANCHE BATTERY CoO., 
111 to 117 E. 1318t Street, NEW YORK. 


Improved Rubber Foot 


DR. H. E. PEARSE, With Adjustable Ankle 
SURGEON. | ARTIFIGIAL 


1018 E. 15th Street, KANSAS CITY, MO. 


Office Hours, 8 to 5 P. M. 
SEND FOR CIRCULAR 


E. A. CHAPMAN, 


4th St. 
St. Louis, Mo. 


EP HILADELPHIA, 


} An Aseptic Hypodermic 


Which will not get out of order. 


Price, $2.50. 
WM. G. WALTON, 
1609 Erie Ave., - = = Phila. 


, BSend for quotations on Instruments and 
Supplies. 
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DR. EMORY LANPHEAR, 


PRACTICE LIMITED TO 


SURGERY AND GYNECOLOGY, 


4049 Finney Ave., + St. Louis, Mo, 


Dr. G. Howard Thompson, 


Genito-Urinary and Venereal Diseases, 


ST. LOUIS, MO, 


Crawford Building, 


WELLINGTON BURKE, M. D. 


Practice Limited to 


@=Diseases of the Rectum and Anus,<3 
Lindley Building, 315 W. Sixth Street, 


LOS ANGELES, CAL. 


A. H. CORDIER, M. D., 


PRACTICE LIMITED TO 


“> ABDOMINAL SURGERY AND DISEASES OF WOMEN, + 


RIALTO BUILDING, 
ansas City, Mo, 


JOHN C, McCLINTOGK, A. M., M.D, 


Practice limited to Surgery 
and Gynzcology. 
330 Kansas Ave., Topeka, Kansas, 


H. C. CROWELL, M. D., 
Practice Limited to Diseases of Women, 
THE BEST HOSPITAL ACCOMMODATIONS. 


Y. M. C. A. Building, 9th and Locust Sts., 
Office Hours: 2 to 5 p. m. KANSAS CITY, MO- 


WILLIAM E, McVEY, B.S., M.D,, 


Practice limited to 
Laryngology, Rhinology and Diseases 
of the Chest. 
TOPEKA, KANSAS. 


James Moores Ball, M. D., 


PRACTICE LIMITED TO 


DISEASES OF THE EYE AND EAR 


Office, 8509 Franklin Avenue, 
St. Louis, 


J. H. THOMPSON, M. D., 


Clinical Professor of Ophthalmol and 
Otology Kansas City Medical College. 


OPHTHALMIC SURCEON, 


Kansas City, Me 
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